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ABSTRACT 
COMPARATIVE ANALYSIS OF TWO MICROCOUNSELING 
LEARNING ENVIRONMENTS WITH 
PEOPLE WHO ARE SCHIZOPHRENIC 
September 1984 
William L. Hunter 
B.A., Springfield College 
M.A., University of Arkansas 
Ed.D., University of Massachusetts 
Directed by: Professor Allen Ivey 
This experiment tested two hypotheses. The first 
hypothesis tested if adult schizophrenics, who learn skills 
via the microcounseling format in a training center coupled 
with homework assignments (in-center group), perform the 
target skills differently than adult schizophrenics, who 
learn the same skills in real-life situations (in vivo group). 
The second hypothesis tested if the attention derived from 
participating in this study influenced the trainees' 
performance of the target skills. 
The sample population consisted of thirty male and 
female adults, who have an established diagnosis of schizo¬ 
phrenia. Fifteen people were randomly assigned to both the 
in-center and in vivo groups, respectively. 
Both groups participated in two assessments prior to 
training at one month intervals. These assessments were done 
v 
to measure the influence of attention and to measure the 
baseline performance of the target skills. Both groups then 
completed a training program to improve their use of the six 
target skills: eye contact, posture, vocal tone, verbal 
attending, response time, and talking time. Each group 
learned the skills to mastery within their respective learn¬ 
ing environments. Both groups' performance of the target 
skills were again assessed directly after training and eight 
weeks after training. 
The statistical analysis did not yield a significant 
difference between the mean scores of the in-center and 
in vivo groups. The results indicate that attention did not 
influence the performance of five of the target skills. 
Attention did cause talking time to increase. 
Both groups' mean scores followed the same trend: 
(1) performance of all skills increased after training, 
(2) eye contact and posture remained at the same level a 
month after training, (3) performance of vocal tone, verbal 
attending, response time, and talking time had decreased a 
month after training, (4) the in-center group's performance 
had a greater decrease a month after training than the in vivo 
group's, and (3) both group's scores a month after training 
were higher than their scores before training. 
vi 
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CHAPTER I 
INTRODUCTION 
This dissertation is a comparative analysis of two 
microcounseling learning environments. One learning 
approach consists of teaching attending skills to people 
within a training center and then employing generalization 
training to transfer the use of those skills into the 
learners' everyday environment. The second training ap¬ 
proach consists of teaching attending skills to people 
within their everyday environment without employing gener¬ 
alization training. According to the literature, each ap¬ 
proach is able to teach skills. However, there are no 
studies that compare the two approaches within the same 
experimental design. 
The persons selected for this study were adults, 
who are schizophrenic. They were taught to increase their 
talking time, to decrease their response time, and to im¬ 
prove their attending skills. One group learned these 
skills within a training center and performed homework 
assignments to transfer the use of the skills within their 
everyday environment. The other group learned these 
skills directly within their everyday environment. 
The purposes for doing the experiment are: (1) to 
study the ability of the microcounseling format to teach 
skills in vivo, (2) to study the difference between training 
1 
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via the microcounseling format within a training center 
and training via the microcounseling format in vivo, (3) 
to study the ability of people, who are schizophrenic, to 
learn skills in vivo, and (4) to study the ability of the 
microcounseling format to maintain the use of the target 
skills over time. 
The rationale for performing this comparative analy¬ 
sis is based on my desire to expand the clinical practi¬ 
tioner's knowledge about the influence of the learning 
environment. Based on their work teaching social skills, 
Curran and Monti (1982) advocate a need for clinical prac¬ 
titioners to compare trainhg approaches in an effort to 
determine which learning mileaus are most effective for 
their clients. Bandura (1969) also stresses the need for 
clinicians to seek ways of teaching skills away from the 
clinics or training centers and into the learners' natural 
social environments. 
A review of the literature indicates a need for a 
comparative study. There are no available research studies 
that compare the outcome of training via the microcounseling 
format in a training center versus training via the micros 
counseling format in the learners' everyday environment. 
In addition, I was unable to find a study that measured 
the effectiveness of training via the microcounseling for¬ 
mat over a time period longer than one month. 
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This dissertation is an attempt to expand the 
practitioner's and the researcher's understanding of the 
microcounseling learning environment when employed with 
adults, who are schizophrenic. In an effort to research 
this area, I shall first review the relevant literature, 
develop the goals of this dissertation, formulate the hy¬ 
potheses, and then offer a brief overview of this study. 
Training with the Microcounseling Format 
According to Ivey and Authier (1978), the micro¬ 
counseling format is a psychoeducational approach to skill 
development in which the learners are taught the skills 
they want to master. Teaching is done within the confines 
of a training center and generalization training is accom¬ 
plished by means of a series of homework assignments the 
learners perform in their hospital or home environment (Ivey 
and Authier, 1978). 
The microcounseling format consists of a series of 
six stages. First, the trainer videotapes a five minute 
conversation with the learner. This initial conversation 
is performed to obtain a baseline level of the skills the 
learner wishes to master. Next, the trainer and learner 
watch the videotape and clearly define the skills the lear¬ 
ner wishes to master. Once the target skills have been a- 
greed upon, the learner reads a written manual describing the 
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to be taught that session. The trainer and learner then 
watch a videotape of a model performing the target skill 
and discuss the manner in which the model performed the 
skill. They then watch the learner's initial conversation 
and compare the learner's performance with that of the 
video-model's performance. The learner than roleplays the 
skill with the trainer. 
During the roleplay sessions, the trainer maintains 
a supportive atmosphere for the learner, offers positive 
reinforcement when appropriate, and videotapes the learner 
roleplaying the skill. The trainer and learner then review 
the videotape of the learner roleplaying the skill and both 
discuss ways to make the learner's performance match the 
performance of the video-model. The learner and trainer 
repeat the roleplay and review sessions until the learner 
has mastered the skills. Upon mastering the desired skills, 
the trainer initiates a plan for helping the learner 
generalize the use of the newly acquired skills from the 
training center to the learner's everyday environment. 
Generalization training is accomplished by having the 
learner perform a series of homework assignments that are 
designed to encourage the learner to use the newly ac¬ 
quired skills in real-life situations. Freiband and Rudman 
(Ivey, 1971) used microcounseling to teach hospitalized 
mental patients different behavioral skills, i.e., attend¬ 
ing behavior, non-verbal behavioral control, and self- 
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expression skills. They employed the microcounseling for¬ 
mat as described earlier; coupled with individualized 
reinforcement schedules to promote generalization of the 
skills. The patients were also given money and praise if 
they used the target skills correctly within a predeter¬ 
mined response time. As the patients' skills improved, 
the monetary reward was phased-out and the patients’ use 
of the target skills was reinforced with praise. 
Freiband and Rudman (Ivey, 1971) then instructed the 
patients to use the target skills on the wards and in their 
other therapy programs, e. g. job training programs. 
They found the patients' attending behaviors, non-verbal 
behavioral control, self-expression skills, and response 
time improved significantly both in the training session 
and on the wards. In fact, one chronic schizophrenic 
patient, who had shown no improvement after a full year 
in the hospital, was seeking employment in the community 
after being in the program for three weeks. 
Ivey (1973) successfully used microcounseling to 
teach a hospitalized psychiatric patient skills to improve 
his ability to listen carefully to others, i.e. direct 
eye contact, attentive posture, and following the topic 
of conversation. Using the microcounseling formate, the 
patient mastered each of the target skills, To generalize 
the newly acquired skills outside the therapy sessions, 
Ivey (1973) gave the patient an audiotape recorder and in- 
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structed him to record a fifteen minute conversation each 
day on his ward. The patient was then instructed to listen 
to the tape and determine if he had made any errors in 
his topic following. After six weeks in the training 
program, the patient's target skills had improved signifi¬ 
cantly both in the training sessions and on the ward. 
The use of microcounseling to teach skills to per¬ 
sons with mental illness has been generally limited to 
hospital settings. In thier text, Microcounseling: Inno¬ 
vation In Interviewing, Counseling, Psychotherapy and 
Psychoeducation, Ivey and Authier (1978) report eight 
studies in which microcounseling has been successfully em¬ 
ployed to teach skills to adults with mental illness. Of 
these eight studies, six training programs took place in 
a mental hospital and two took place in a mental health 
clinic. 
An example of the application of microcounseling 
in an out-patient mental health clinic is demonstrated by 
Gormally, Hill, Otis, and Rainey (1975). They employed 
the microcounseling format to teach assertive behaviors 
to twenty-four persons, who were nonassertive in social 
situations. They taught the experimental group the target 
skill by means of individualized training sessions followed 
by generalization training; while the control group ex¬ 
perienced insight-oriented counseling. They found that 
microcounseling significantly increased the experimental 
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group’s assertive expression when compared to the asser¬ 
tive expression of the control group. They indicate that 
with the use of generalization training the subjects in 
the experimental group transferred their newly learned 
assertive behavior to their everyday situations. 
Importance of Generalization Training 
Ivey and Authier (1978) stress the importance of 
carefully planning generalization training. They contend 
that newly acquired skills are used in the learners' every¬ 
day lives only when generalization is carefully planned for 
in the training format. This viewpoint is shared by a 
number of other researchers. Bandura (1969) in his 
research on treating persons with severe snake phobia 
indicates that desensitization can be achieved within the 
confines of a therapeutic setting, but it is ineffective 
training unless the use of the behavior is generalized into 
the person's natural environment. Bandura (1969) contends 
that the reason many training programs fail to demonstrate 
longlasting results is the failure of the trainers to plan 
for the generalization of the behavior outside the training 
center. 
Curran and Monti (1982) in the work teaching social 
skills to persons who are schizophrenic, advocate the in¬ 
clusion of generalization training in all training programs. 
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They feel that the only way to maintain long-term use of 
the target skills is to generalize the use of the skill from 
the training center to the person's natural environment. 
As an adjunct to generalization training, Curran 
and Monti (1982) advocate relapse training to help the 
learners maintain their use of the target skills in their 
natural environment. They have the learners overlearn the 
target skills to decrease the rate of relapse back to 
their previous behavior patterns. 
Marx (1982) also stresses the importance of gener¬ 
alization training during the learner's acquisition of 
the target skills. He advocates the use of relapse train¬ 
ing as a method of preventing the learners from reverting 
back to their previous behavior patterns when they try to 
use their newly acquired skills in their everyday situa¬ 
tions. Marx (1982) helps the learners identify high risk 
situations and helps them develop a series of coping stra¬ 
tegies. By doing this, the learners will continue to use’ 
their newly acquired skills in high-risk-of-failure situa^' 
tions within their natural environment. 
Goldstein, Sprafkin, and Gershaw (1976) write that 
generalization training is a cornerstone of a training pro¬ 
gram. In their text on using structured learning therapy 
with mental patients, they point out that a training pro¬ 
gram has its highest probability of being successful and 
generating lasting effects if the therapist employs modeling, 
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roleplaying, social reinforcement, and generalization 
•training. They conclude that generalization training is 
especially important if the training occurs within a 
hospital or clinic setting and the therapeutic goal is the 
use of the target skill in the person's natural settings. 
Based on their review of the literature regarding 
applied behavior analysis, Sulzer-Azaroff and Mayer (1977) 
conclude: 
The spontaneous transfer of instruction or therapy 
gains across settings tends to be more the exception 
than the rule. ... If generalization is desired, 
training for generalization should be made an integral 
part of the instructional program. ... It should 
not be left to chance (p. 326). 
Where Should Generalization Training Occur 
While there is general agreement that a training 
program should develop a plan to help the learners use 
the newly acquired skills in their everyday situations, 
there exists disagreements as to where the generalization 
training should occur. Ivey and Authier (1978) advocate 
a format that teaches the target skills within a training 
center and t*hen transfers the use of the skills to the 
learners' everyday environment via a series of carefully 
planned assignments. Research by Freiband and Rudman 
(Ivey, 1971) and Ivey (1973) indicate that this format has 
been used successfully. 
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Other researchers contend that generalization train¬ 
ing should not be a series of separate training sessions 
after the learner has mastered the target skills. They 
advocate that generalization training should be incorporated 
within the learners' everyday environment. According to 
Bandura (1969)* 
It would be far more meaningful and advantageous to 
effect desired behavioral changes from the outset 
and to provide clients with graduated performance 
tasks to carry out in their social milieux. Such 
an approach avoids the unnecessary problems that 
commence with verbal conditioning, which must later 
be supplemented by a series of procedures designed 
to establish and to transfer social response patterns 
to extratherapeutic situations (p. 260). 
Goldstein, Sprafkin, and Gershaw (1976) have per¬ 
formed a number of research studies to teach interpersonal 
skills, e.g. holding a conversation, to chronic mental 
patients, who have been discharged from state mental 
institutions. Goldstein, Sprafkin, and Gershaw (1976) 
concluded that the probability of the patients using their 
newly acquired skills in their real-life situations will 
be maximized if: 
the trainee would be trained along with those persons 
with whom he lives, works, or otherwise interacts 
regularly. ... at home, at work, or at other real- 
life settings (stores, cars, bars, etc.) rather than 
at a therapy or training center (p. 24). 
Sulzer-Azaroff and Mayer (1977) emphasize the im¬ 
portance of common elements between the training situation 
and the situation where the training will be exhibited. 
They state that the more identical elements are shared 
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between the training situation and the learners' natural 
environment the higher the probability the learners will 
use their training in their everyday situations. They con¬ 
clude that whenever possible training should occur within 
the learners' natural environment. 
.In Vivo Training 
Training people within their natural environment, 
or in vivo training, has been used successfully to teach 
skills. Barnard, Christophersen, and Wolf (1977) USed in 
vivo training to teach mothers how to prevent their children 
from wandering off and disrupting store produce when shop¬ 
ping in community stores. The experimenters, the mothers, 
and the children travelled to local supermarkets for the 
skill training sessions. Using token reinforcers under the 
experimenters supervision, the mothers were able to reduce 
the amount of misbehavior in their children. The token 
economy was gradually shifted to the use of social re- 
inforcers. The treatment procedures led to a significant 
increase in the children's staying with their mothers and 
not touching store produce. The parents also reported 
increased satisfaction with their children's behavior. 
Wolfe, Sandler, and Kaufman (I98I) employed an 
in vivo training with child abusers. In their experiment, 
the treatment group experienced the initial training 
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session in a clinic setting followed by a competency-based 
training and rehearsal at home. The control group received 
supportive services via their child-welfare worker. Follow¬ 
ing the home training in child management skills and relax¬ 
ation techniques, the experimental group demonstrated a 
greater improvement in child management techniques than the 
control group according to in-home observations, parent 
reports, and child-welfare worker reports. The experimental 
group demonstrated no incidences of child abuse after a 
one year follow-up period. 
The studies by Barnard, et. al. (1977) and Wolfe, 
et. al. (1981) indicate that in vivo training is a success¬ 
ful training approach. The study by Wolfe et. al. (I98I) 
is especially important because it demonstrated that a per¬ 
son can successfully use a skill over an extended period 
of time after learning the basics of the skill within a 
training center and then practicing and refining the behav¬ 
ior within the person's natural environment. 
It was difficult to find research studies that use 
in vivo training. The vast majority of programs occur 
within hospital and clinic settings. Bandura (1969) in his 
review of the literature concurs with this statement. 
Bandura (1969) concluded: 
therapists often choose to modify verbal behavior in 
hospitals or office settings rather than to alter so¬ 
cial behavior directly under natural conditions, more\ 
for reasons of convenience than therapeutic effi¬ 
cacy (p. 260). 
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Another reason it is difficult to find research 
studies that use in vivo training may he the influence of 
attention. Due to the close teaching relationship between 
the trainer and trainee with in vivo training, the atten¬ 
tion the trainee receives can influence the trainee's 
behavior. Bailey (1978) in his text on social research 
states that the attention the subjects receive from par¬ 
ticipating in a study affects the data collected by the 
researcher. He advocates that researchers include a way 
to measure the influence of attention in their research 
designs. 
_Goals of This Dissertation 
The literature that has been presented indicates 
that people, who are schizophrenic, can learn skills via 
the microcounseling format. People can also learn skills 
through in vivo training. The literature also indicates 
that it is important to carefully plan for the generaliza¬ 
tion of the target skills into the trainees' natural environ¬ 
ment . There exists disagreement as to where the generali- 
zation training should occur: via homework assignments 
after the trainee has mastered the skill in a training center 
or via in vivo training. 
The literature indicates that in addition to the 
importance of generalization, planning for the continued 
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use of the newly acquired skill in the trainees' everyday 
situations is important. The literature also indicates 
that the influence of attention needs to be measured with 
in vivo research. Based on the literature reviewed in 
this chapter, the following goals were developed. 
The first goal- of this dissertation is to compare 
two different approaches to teaching attending skills, 
decreasing response time, and increasing talking time with 
adults, who are schizophrenic. The first training approach 
taught the target skills in a training center and then 
employed generalization training to transfer the use of the 
target skills into the trainees' everyday situations. This 
training approach was compared to a second training approach 
that taught the target skills in the trainees' everyday en¬ 
vironment and omitted the generalization training. 
The \second__gpal of this dissertation is to measure 
the effectiveness of the training approaches at maintain¬ 
ing the trainees' use of the target skills after a two-month 
period. An analysis was made to determine if the trainees 
use of the target skill was maintained over the two month 
period. 
The third goal is to measure the influence of atten- 
I--- 
tion upon the trainees' use of the target skills. Since 
the participants in this study received a great deal of 
attention during the assessments and training, it is impor¬ 
tant to determine if change in the trainees' target skills 
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is due to the training or the attention derived from 
participating in this study. 
After developing the goals of this dissertation, I 
formulated the hypotheses. The hypotheses were formulated 
so that the questions they asked were consistent with and 
encompassed the goals. 
Hypotheses 
The hypotheses evolved from the goals of this disser¬ 
tation. The two hypotheses are based on the general premise 
from the literature that the training and attention the 
two groups of trainees experience during this experiment 
could influence their performance of the four attending 
skills, their talking time, their response time, and their 
general well-being. Based on this premise, the following 
hypotheses were developed. 
First hypothesis 
The first hypothesis contends that there is a dif¬ 
ference between the in vivo group's and the in-center 
group's performance of the target skills as a result of 
the different training experience each group received. To 
assess the first hypothesis, the trainees' behavior was as¬ 
sessed with four measurements: The Attending Behavior Rating 
Scale, the General Well-Being Scale, response time, and talk 
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time. These four measurements were employed throughout 
this study to measure any change in the trainees' use of 
the four attending skills, general well-being, response 
time, and talking time. Each measure was employed prior 
to any training, directly after the skill training, and 
eight weeks following the skill training. 
The following outline describes the first hypothe¬ 
sis. This hypothesis is written in the form of a null 
hypothesis. 
I. There is no difference between the in vivo group's 
and the in-center group's performance of the target 
skills as a result of the different training exper¬ 
ience each group receives. 
A. There is no difference in the trainees' performance 
of the attending skills. 
B. There is no difference in the trainees' general 
well-being. 
C. There is no difference in the trainees' response 
time. 
D. There is no difference in the trainees' talking 
time. 
Second hypothesis 
The second hypothesis contends that the attention 
the trainees receive from participating in this study does 
not influence their performance of the target skills. The 
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second hypothesis was assessed with the same four measures 
used to assess the first hypothesis. The measures were 
used to assess any change in the trainees' performance 
the target skills between the first and second assess¬ 
ment conversation. 
The following outline describes the second hypothesis 
This hypothesis is written in the form of a null hypothesis. 
I. The attention the trainees receive from participating 
in this study does not influence the trainees per¬ 
formance of the target skills. 
A. There is no difference in the trainees performance 
of the attending skills. 
B. There is no difference in the trainees general 
well-being. 
C. There is no difference in the trainees response 
time. 
D. There is no difference in the trainees talking 
time. 
Having generated the goals and hypotheses of this 
study, a brief description of the methodology was developed 
This was done to demonstrate how the goals and hypotheses 
were encompassed within the methodology. 
18 
Overview of the Study 
The goals of this study was carried out by developing 
an experimental design that: 1) measured the influence 
of attention upon the target skills, 2) measured the ef¬ 
fectiveness of each training approach at teaching the target 
skills, and 3) measured the effectiveness of the training 
approaches at maintaining the learners' use of the target 
skills two months after mastery. The hypotheses were 
tested by incorporating a series of four assessments to 
measure any change in the groups' behavior. The following 
overview indicates how the goals and hypotheses were in¬ 
corporated in this study. 
This study consisted of two groups of trainees. 
The in vivo group contained fifteen male and female adults, 
who are schizophrenic. The in-center group contained 
fifteen male and female adults, who are schizophrenic. 
The chart in table 1 indicates the progression of the two 
groups during this experiment. 
Prior to any training, both groups had an assess¬ 
ment conversation with a confederate at one month intervals 
to determine if the effects of attention from myself, the 
confederate, or being in the study led to an increase in 
their use of the target skills. Bath groups then completed 
a training program to learn to increase their talking time, 
decrease their response time, and improve their attending 
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skills: eye contact, relaxed posture, vocal tone, and 
verbal attending behavior. 
The in-center group learned the target skills in a 
training center via the microcounseling format as described 
by Ivey and Authier (1978). Generalization training for 
the in-center group was accomplished by a series of home¬ 
work assignments. The in vivo group learned the same tar¬ 
get skills via the microcounseling format;except they prac¬ 
ticed the target skills in real-life situations rather than 
in the training center. The in vivo group did not partici¬ 
pate in any generalization training after they learned to 
perform the target skills accurately in real-life situa¬ 
tions . 
The groups' target skills were assessed four times 
during this study: twice prior to any training, directly 
after they had learned to perform the target skills accurate¬ 
ly, and eight weeks after they learned to perform the skills 
accurately. All four assessments occurred in locations 
away from the training center and in a type of location 
typically visited by the trainees. 
The trainees performance of the target skills was 
assessed by three groups of raters: two independent raters, 
the trainees' clinicians, and the trainees, themselves. 
The trainees rated themselves on their perception of how 
they demonstrated the target skills after each assessment 
The trainees also rated their perception conversation. 
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Of their general well-being after each of the assessment 
conversations. 
The trainees' use of the target skills in the assess¬ 
ment conversations was rated by two independent raters. 
The trainees' use of the target skills in their everyday 
situations and their general well-being after each assess¬ 
ment conversation was rated by a second group of the train¬ 
ees clinicians. The results from the four assessments were 
analyzed to test the hypotheses in this study. 
Summary 
The literature presented in this chapter indicates 
that peiple, who are schizophrenic, can learn via the 
microcounseling format. People can also learn skills 
through in vivo training. The literature review discussed 
the importance of planning for generalization and mainten¬ 
ance of the newly acquired skills. This chapter also dis¬ 
cussed the disagreement as to where generalization train¬ 
ing should occur. This chapter briefly discussed the in¬ 
fluence of attention in social research. 
Based upon the literature presented in this chapter, 
three goals and two hypotheses were developed and described 
in detail. An overview of this study was presented to 
demonstrate how the goals and hypotheses were incorporated 
in the methodology. 
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However, further review of the literature is neces¬ 
sary before developing the final methodology. There are a 
number of methodological considerations that must be con¬ 
sidered. The next chapter will discuss the sample popu¬ 
lation, discuss the influence of relapse training on 
maintaining behavior, explore the influence of attention 
in more detail, review how to measure behavior change with 
in vivo training, and discuss the limitations of this study, 
CHAPTER II 
METHODOLOGICAL CONSIDERATIONS 
AND ADDITIONAL LITERATURE 
In the previous chapter and in this chapter, I am 
reviewing the literature to develop the foundation upon 
which I shall build the methodology. The methodology in this 
study not only has to encompass the goals and hypotheses, it 
also has to include the special needs of the sample popula¬ 
tion. The population in this experiment consists of adults, 
who have been diagnosed as having schizophrenia. In this 
chapter, I shall review the literature regarding the special 
needs of the population in relation to the goals of this 
dissertation. 
Prior to developing the methodology, careful consid¬ 
eration also needs to be given to three methodological 
problemsi (1) assessing the influence of attention on the 
performance of the target skills, (2) measuring behavior 
change with in vivo training, and (3) identifying the limi¬ 
tations of this study. In this chapter, I shall review the 
literature concerning each of these three considerations. 
Why Teach Behavior Skills to 
Persons with Schizophronia 
Persons, who suffer from schizophrenia, are usually 
admitted to a private or public mental hospital sometime in 
23 
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their lives. Persons, who are schizophrenic and admitted 
to a hospital, will exhibit the behavior pattern of either 
a "remained or a "leaver" (Goldstein, Sprafkin, and Ger- 
shaw, 1976). "Leavers" are persons who are admitted into 
the hospital and then are discharged to their home communi¬ 
ty within a few weeks. A majority of this group will be re¬ 
admitted and will go through a continuous series of admis¬ 
sions and discharges. According to Goldstein, Sprafkin, 
and Gershaw (1976), one-third of all mental patients are of 
the ’Heaver" type. "Remainers" on the other hand stay con¬ 
fined within the hospital year after year. This study fo¬ 
cused its attention on the persons who are caught in the 
admission-discharge cycle. If they are to have a chance at 
breaking the cycle in which they are trapped, therapeutic 
intervention needs to help them develop self-maintenance 
skills, interpersonal interaction skills, and communication 
skills (Goldstein, Sprafkin, and Gershaw, 1976). 
Miller (1967) investigated the social structure of 
the former mental patient living outside the hospital. Af¬ 
ter surveying numerous patients, he concluded that the for¬ 
mer mental patients' interpersonal interaction skills, com¬ 
munication skills, and ability to cope with daily stresses 
1 
are the major determinants of whether the person remains in 
the community or returns to the hospital. He advocates ther- 
a peutic interventions that assist the former mental patient 
in learning the skills needed to remain outside the hospital. 
jjh,y Teach Communication Skills 
to Persons With Schizophrenia 
25 
Miller (1967) and Goldstein, Sprafkin, and Gershaw 
(1976) advocate for the teaching of communication skills to 
mental patients to help them continue to live outside of 
the mental hospital. There are many types of communica¬ 
tion skills; such as attending skills, being assertive, sus¬ 
taining a conversation, meeting people, etc. This experi¬ 
ment will focus on teaching attending skills to persons, 
who are schizophrenic. 
Based on his work in individual and group therapy, 
Rogers (1951) concludes that "Without attention there can 
be no understanding and hence no communication (p. 349)". 
He states that attending carefully to another person is a 
difficult task for most people and an especially difficult 
task for psychiatric clients. He concludes that clients 
fail to attend to other people because they are either 
thinking about what they will say when the other person 
stops talking or they are preoccupied with their own thoughts. 
According to the interference theory of cognition 
(Shakow, 1962), average adults select and respond only to 
relevant aspects of their environment and ignore extraneous 
aspects. Average adults are able to filter out extraneous 
stimuli and concentrate on a task; such as talking to one 
individual while standing in a noisy room crowded with other 
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people. Average adults can also shift their attention as 
the situation or conversation dictates. In contrast, per¬ 
sons with schizophrenia appear to lack the ability to filter 
out extraneous stimuli or shift their attention as required 
by the situation. They also tend to respond to trivial as¬ 
pects within a conversation and/or fail to shift topics as 
required by the conversation (Buss, 1966). Arnold Buss 
(1966) in his text on psychopathology indicates that their 
difficulty filtering out extraneous stimuli and shifting 
topics may be the result of learned ways of coping with the 
stresses in their life. He indicates that if their difficul¬ 
ties are due to previously learned coping strategies, then 
these strategies can be amended with a carefully planned 
training program. 
Marx (1982) in his work with relapse training indi¬ 
cates that people tend to revert back to previously learned 
behavior patterns when confronted with high-risk, or high- 
stress situations. He indicates that this process occurs 
even if the people have completed an intense training pro¬ 
gram. He believes that improvement in the target skills 
can be maintained if the people learn to identify their high 
risk situations and to develop new coping strategies to their 
high-risk situations as part of the training program. 
Buss (1966) contends that psychiatric clients are 
capable of learning new coping skills provided these skills 
lead to increased social reinforcers. Skinner (1953) con- 
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tends that attending to others is a powerful social re in¬ 
forcer because it conveys the message that the listener is 
interested in what is being said and it increased the prob¬ 
ability that other people will reciprocate their attention. 
Improving attending skills should, as Rogers (1951) points 
out, increase understanding and promote mutually satisfying 
communication. 
Ivey and Authier (1978) contend that the clients’ 
ability to attend is enhanced if they can demonstrate direct 
eye contact while talking, sitting in a relaxed position 
tilted slightly toward the person with whom they are talk¬ 
ing, using a pleasing vocal tone, and voicing statements 
that follow the topic being discussed. After completing a 
component analysis of what skills comprise attending behav¬ 
iors, Ivey (1971) concluded that when people pay close atten 
tion to another person, they most frequently use eye contact 
posture, vocal tone, and verbal attending behavior. 
In addition to the four attending skills described 
by Ivey and Authier (1978), Shakow (1979) indicates that 
the time a person takes to respond to another person's 
statement, response time, is an important attending skill. 
Based on his years of research, Shakow (1979) concludes 
that the response time of a person with schizophrenia is 
generally slow. Shakow (1979) states, "Qhite frequently we 
find the response of the schizophrenic to be delayed much 
beyond that of the normal subject (p. 75)"• He indicates 
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m his text that efforts to improve the psychiatric clients' 
attending skills should also include efforts to decrease 
their response time. In his text on psychopathology, Buss 
(1966) states that people, who are schizophrenic, tend to 
withdraw more in a conversation than average adults. They 
tend to spend little time talking when engaged in a conver¬ 
sation. Buss (1969) indicates that in order for psychiatric 
clients to improve their ability to communicate with others, 
they need to learn to increase their talking time when en¬ 
gaged in a conversation. 
In this study I focused on improving attending skills, 
decreasing response time, and increasing talking time. I 
focused on these skills in an effort to help the trainees 
learn the skills they need to increase their probability of 
remaining outside of the mental hospital and to increase the 
probability that they would engage in mutually satisfying 
conversations with other people. I included Marx's (1982) 
approach to relapse training in the methodology in an effort 
to maximize the probability that the target skills would be 
used in high-risk situations. 
Influence of Attention in Changing Behavior 
During the execution of this study the subjects re¬ 
ceived a lot of individual attention. The influence of at¬ 
tention derived from participating in this study needed to 
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be measured because the attention derived from participa¬ 
tion can lead to a change in the trainees' behavior. Ac¬ 
cording to Kerlinger's (1973) text on research design: 
any.change, any extra attention, any experimental 
manipulation, or even the absence of manipulation 
u"fc *th.6 knowledge "that; a s"tudy is being done> is 
enough to cause subjects to change (p. 345). 
Kenneth Bailey (1978) in his text on social re¬ 
search discusses the application of reactive research 
techniques. He states that reactive research is research 
in which the attention the subjects receive from partici¬ 
pating in the study affects the data collected by the re¬ 
searcher. Bailey (1978) states that social scientists 
should include a way to measure the influence of atten¬ 
tion in their research designs. 
In this study there was a one month interval be¬ 
tween the first assessment and the second assessment in 
which the trainees received no training. The trainees' per¬ 
formance of the attending skills, general well-being, 
talking time, and response time was assessed during the 
first and second assessment conversation. By comparing 
the trainees' behavior on the first and second assessment, 
it was possible to measure the influence of attention from 
myself, from the confederates, from being in this study, and 
from being videotaped. 
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Measuring Change in Behavior 
While it is possible for a researcher to change a 
person's behavior with in vivo training, how does the re¬ 
searcher measure the change in the person's target behavior? 
Wolfe, Sandler, and Kaufman (1981) measured the change in 
the child abusers' child management skills be means of 
independent raters rating the mothers' behavior in the 
home. They advocate a measurement procedure that has the 
subjects and independent raters assess the change in the 
subjects' behavior in a setting where the subjects would 
normally use the target skills. They also advocate mea¬ 
suring the subjects' satisfaction with their life in gen¬ 
eral during and directly after the training program. 
Donk (1972) employed the microcounseling format to 
teach attending behavior to psychiatric patients. In his 
study, he had the patients complete pre- and post-treat¬ 
ment ratings on their behavior and had independent raters 
rate the patients' behavior from videotapes and typescripts 
of the patients' conversations. He also had each patient's 
ward nurse rate the patients' attending behavior on the 
ward. Donk's results indicate that raters can be trained) 
to detect change accurately from videotapes of a person's \ 
behavior. 
Hollandsworth, Blazeski, and Dressel (1978) per¬ 
formed a research study to measure the effect of teaching 
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conversation skills to persons with severe anxiety in job 
interviews. They assessed the clients' topic following, 
coping statements, client-generated questions, and anxiety 
level by means of independent raters observing the clients' 
interviews, self-ratings, and galvanic skin responses. They 
performed all of their pre- and post-assessments with in 
vivo job interviews. They report this approach is a real¬ 
istic method of assessing behavior change. 
In this study, I employed measures similar to the 
ones used by Donk (1972), Hollandsworth, et. al. (1978), 
and Wolfe, et. al. (1981). All of the assessments in this 
study were done within in vivo settings. I used indepen¬ 
dent raters to determine how accurately the trainees per¬ 
formed the attending skills during the assessment conver¬ 
sations. I had the trainees rate themselves on their own 
performance of the attending skills and on their general 
well-being. I had a second group of independent raters 
rate the trainees' general well-being after each assessment 
conversation and rate the trainees' use of the attending 
skills in everyday conversations. 
Limitations of This Study 
Research studies have limitations inherent within 
their methodology. Within this study there are limitations 
placed on the generalization of the results and the influ- 
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ence of treatment outside of this study. As part of the 
training sessions and the behavioral assessment, each trainee 
was videotaped. The trainees were asked to volunteer to 
be videotaped and they were told how the tape would be used 
and when it would be erased. All trainees in this study 
had to volunteer to be participants. Persons, who voluii-j 
teer to participate in research studies, tend to be moti¬ 
vated to engage in self-improvement training, willing to 
make a committment to the training program, expect to have 
a positive experience, and are interested in the potential 
outcome of the study (Baily, 1978). The influence of vol-i 
unteerism within this study was equalized by random assign¬ 
ment of trainees to groups. The trainees were randomly 
—-J 
assigned to the in vivo and in-center groups so it could be 
assumed that both groups were equal in amounts of volun¬ 
teer influence (Kerlinger, 1973). 
Having a truly random sample in which every member 
of the population is identified and has an equal probabil¬ 
ity of being selected for the sample is exceedingly diffi¬ 
cult, if not impossible (Scott and Westheimer, 1962). Ac¬ 
cording to Scott and Wertheimer (1962) researchers should 
define their sample parameters and describe the limita¬ 
tions they pose upon the generalization of the results to 
the larger population. 
The sample used in this study consisted of adults 
who are schizophrenic, live in western Massachusetts, and 
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volunteered to participate in the study. This sample is not 
a random sample ‘of all persons who are schizophrenic within 
the United States. It also does not include persons from 
all age groups and "both volunteer and non-volunteer adults. 
The results of this study can be generalized to other per¬ 
sons with the same parameters as the sample in this study. 
The results of this study can also be used as implications 
for further research for other similar populations, e. g. - 
adults who are schizophrenic, volunteers, and live in other 
regions of this country. 
All of the trainees in this study were persons suf¬ 
fering from schizophrenia. It was not ethical, nor prac¬ 
tical, to ask these people to discontinue all other treat¬ 
ment programs while participating in this study. Cross, 
-J 
Sheehan, and Khan (1982) performed a study that compared 
the therapeutic influence of insight-oriented therapy ver¬ 
sus behavioral therapy on the overt behavior of psychiatric 
clients. They assessed the influence of the therapies for 
both short and lon-term effects. They initially had plan¬ 
ned on having two experimental groups who received treatment 
and a control group who received no treatment. They aban¬ 
doned this methodology when they observed the subjects in 
the control group were becoming psychotic in their thinking 
due to the lack of therapy. They conclude that it is not 
ethical for researchers to develop a methodology that asks 
people to give up a treatment they need. 
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The subjects in this study all received the same 
type of psychiatric treatment. The subjects received psy¬ 
chiatric medication and counseling. Since all the subjects 
received the same types of treatment outside of this study 
and they were randomly assigned to the experimental and 
control group, it was assumed that the influence of outside 
treatment was equal between the groups. 
Conclusions 
Drawing from this literature, it is found that train¬ 
ing approaches are needed to help persons, who are schizo¬ 
phrenic, develop communication skills. These people would 
benefit from a training approach that helps them improve 
their attending skills, decrease their response time, and 
increase their talking time. These skills will increase 
the probability of them having mutually satisfying conver¬ 
sations with other people. 
Their attending difficulties may be the results of 
previously learned coping strategies. Training in specific 
skills may not be sufficient to guarantee that the newly ac¬ 
quired skills will be used during high-stress situations 
within the trainees' everyday conversations. These people 
need to learn new coping strategies to high-stress situa¬ 
tions so their newly acquired skills will have a higher 
probability of being maintained. 
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The literature indicates that the attention the 
trainees receive* from participating in this study can in¬ 
fluence their performance of the target skills. The re¬ 
search literature recommends that a study's methodology in¬ 
clude a way of measuring the influence of attention. The 
literature also indicates that the effects of in vivo 
training can be measured by means of raters rating the tar¬ 
get behaviors in the training session and in the trainees' 
natural environment. The trainees, themselves can also be 
asked to rate their perception of the changes in their be¬ 
havior . 
This literature review indicates that certain limi¬ 
tations must be accepted when researching this population. 
The trainees must all be volunteers and they need to ccn - 
tinue with their other therapeutic programs while engaged 
in this study. It is not possible for this study to have a 
truly random sample of every member of this population with¬ 
in the United States. Due to this fact, certain age and 
geographic limitations on the population parameters had t 
be accepted. The influence of volunteerism and the limi¬ 
tations on the population parameters were equalized by 
randomly assigning the trainees to groups. 
The literature presented in the first chapter dis¬ 
cussed training people via the microcounseling format, 
generalization training, and in vivo training. The liter¬ 
ature discussed in this chapter discussed the need to im- 
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prove attending skills, response time, and talking time for 
people with schizophrenia, the need for relapse training, 
the influence of attention on behavior, the measurement of 
behavior change during in vivo training, and the limitations 
on this study. The methodology used in this study was 
based upon the information presented in these two chapters. 
The methodology used in this study will be described in 
detail in the next chapter. 
CHAPTER III 
METHODOLOGY 
The methodology was designed to test the hypotheses 
and to he consistent with the goals of this experiment. 
The methodology was designed to compare the in vivo and 
in-center approaches to teaching the target skills, to 
measure the effectiveness of the training approaches at 
maintaining the trainees' use of the target skills after a 
two-month period, and to measure the influence of attention 
upon the trainees' use of the target skills. 
The literature review indicates that the trainees 
can learn via the microcounseling format and that general¬ 
ization training is an essential element of the training 
format. However, there is disagreement concerning where 
the generalization training should occur. The literature 
also indicates that relapse training is an important ele¬ 
ment to maximize the probability of the target skills bein 
used in high-risk situations. In addition, the influence 
of attention needs to be measured to determine if a differ 
ence in the groups' performance is due to training or atte 
tion. 
The sample population in this study consists of 
persons who have been diagnosed as being schizophrenic, 
The literature indicates that this population has a need to 
improve their attending skills, response time, and talking 
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time. Research with this population also presents limita¬ 
tions concerning volunteerism and participation in other 
therapeutic programs. These limitations can be controlled 
by means of random assignment of the trainees to groups. 
Based upon the literature presented in the previous 
chapter, the following methodology was developed. 
Subjects 
A total of thirty male and female adults partici¬ 
pated in this study. Each adult had an established diagno¬ 
sis of schizophrenia as described in the Diagnostic And 
Statistical Manual Of Mental Disorders (Spitzer, I98O). 
Each of the adults resided in a city or town in western 
Massachusetts. Each person volunteered to participate in 
this study. 
The thirty adults consisted of seventeen females and 
thirteen males. Their mean age was 32.1 years. Each person 
was randomly assigned to either the in vivo or the in¬ 
center group. The in vivo group consisted of eight 
females and seven males with a mean age of 31.5 years. 
The in-center group consisted of nine females and six 
males with a mean age of 32.7 years. During this study, 
none of the trainees knew if they were in the in vivo or 
the in-center group. 
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Confederates 
Each trainee had four separate assessment conver¬ 
sations with four different confederates. The purpose for 
these conversations was to assess the trainees' attending 
skills, response time, and talking time. During each of 
the four assessment conversations, the trainees had to have 
a five minute conversation with another person. Since 
there were four assessment conversations four different con¬ 
federates were used so the trainees would not develop prac¬ 
tice effects talking to the same person over the four as¬ 
sessments. Within each assessment, all thirty trainees 
^^-lEed to the same confederate. Between assessments, the 
confederate changed. The location of each assessment con¬ 
versation also changed between assessments so the trainees 
would not develop practice effects being in the same loca¬ 
tion over the four assessments. However, the locations were 
similar to places that the trainees would visit in their 
everyday environment. 
Confederate #1 was a twenty-nine year old divorced 
female, who lives in an apartment, works part-time in a 
supermarket, and attends college part-time. Confederate #2 
was a thirty-two year old male, who is married, owns his own 
home, and works as a school teacher. Confederate #3 was a 
forty-one year old female, who is married and works as a 
housewife. Confederate #4 was a twenty-five year old single 
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male, who attends graduate school. 
None of the confederates had any previous knowledge 
about any of the trainees. Throughout the study, the con¬ 
federates did not know which trainees were in the in vivo 
group and which trainees were in the in-center group. 
The confederates were randomly assigned to the sit¬ 
uations m which they performed the assessment conversa¬ 
tion. Confederate #1 was assigned to perform the assess¬ 
ment conversation in her apartment. Confederate #2 was 
assigned to perform the assessment in his home. Confed¬ 
erate #3 was assigned to perform the assessment in the 
public library. Confederate #3 was assigned to perform the 
assessment in a department store. 
Procedure 
The procedural design in this experiment is lengthly 
and multi-faceted. A procedural outline has been developed 
to give the reader an overview of the procedure used in 
this study. Following the procedural outline, each sub¬ 
heading of the outline will be described in detail. 
Procedural outline 
I. Introduction to the study 
A. Explain the general procedure to the trainees 
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B. Explain what the trainees will do 
C. Trainees' sign the permission form 
D. Random assignment of trainees to groups 
II. First assessment conversation 
A. Videotape trainees' conversation in the 
confederate's apartment 
B. Independent raters rate the videotape of 
the trainees' attending behavior 
C. Clinicians rate the trainees' attending 
behavior and general well-being during 
the week of the first assessment 
D. Trainees' rate their attending behavior and 
general well-being during the weeks of 
the first assessment 
III. Second assessment conversation 
A. Second assessment occurs four weeks after 
the first assessment 
B. Videotape trainees' conversation in the con¬ 
federate's house 
C. Independent raters rate the videotape of the 
trainees' attending behavior 
D. Clinicians rate the trainees' attending 
behavior and general well-being during 
the week of the second assessment 
E. Trainees rate their attending behavior and 
general well-being during the week of the 
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second assessment 
IV. Training 
A. In-Center group 
1. Training occurs directly after the second 
assessment 
2. Trainees read a description and watch a 
videotape of the attending behaviors 
3* Trainees prioritize the order they want 
to learn the attending skills 
4. Trainees participate in training within 
the training center 
5. Trainees participate in the homework 
assignments 
6. Trainees participate in relapse training 
B. In Vivo group 
1. Training occurs directly after the second 
assessment 
2. Trainees read a description and watch a 
videotape of the attending behaviors 
3. Trainees prioritize the order they want 
to learn the attending skills 
4. Trainees participate in in vivo training 
5. Trainees participate in relapse training 
V. Third assessment conversation 
A. Third assessment occurs directly after 
training 
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B. Audiotape trainees’ conversations with con- 
federate in the public library 
C. Independent raters rate the trainees’ use 
of eye contact and posture during their 
conversation with the confederate 
D. Independent raters rate the audiotape of the 
trainees focal tone and verbal attend¬ 
ing 
E. Clinicians rate the trainees' attending be¬ 
havior and general well-being during 
the week of the third assessment 
F. Trainees rate their attending behavior and 
general well-being during the week of 
the third assessment 
VI. Fourth assessment conversation 
A. Fourth assessment occurs eight weeks after 
the third assessment 
B. Audiotape trainees' conversations with con¬ 
federate in a department store 
C. Independent raters rate the trainees' use 
of eye contact and posture during their 
conversation with the confederate 
D. Independent raters rate the audiotape of 
the trainees' vocal tone and verbal 
attending 
E. Clinicians rate the trainees' attending be- 
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havior and general well-being during the 
weeks of the fourth assessment 
F. Trainees rate their attending behavior and 
general well-being during the week of 
the fourth assessment 
Introduction to the study. I met individually with 
the potential participants who were referred to me by their 
mental health agency. I explained in detail the reason I 
was doing this study, the potential benefits of participat¬ 
ing in this study, the procedures used in this study, what 
was expected from each participant, and their right to re¬ 
frain from participating or to drop-out during the study. 
I informed them that they would be videotaped and audiotaped 
as part of this experiment and that all tapes would be e- 
rased after their behavior was assessed by the raters. I 
then presented the person with a permission form (see appen¬ 
dix A). After the person read the permission form, I an¬ 
swered all the person's questions regarding this study and 
the permission form. If the person decided to sign the per¬ 
mission form, the person was considered a trainee in this 
study. Each trainee was then randomly assigned to either 
the in vivo or in-center group. 
First assessment conversation. The trainees in both 
the in vivo and in-center groups had their initial assess- 
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ment conversation with confederate #1. The initial assess¬ 
ment was held in the living room of confederate #l’s apart¬ 
ment. The trainees and the confederate sat in two over¬ 
staffed chairs facing each other. The trainees' front profile 
was videotaped from behind the confederate's right shoulder. 
The procedure for each assessment conversation was 
the same. The trainees were given a brief description of 
what would happen during the assessment and were introduced 
to the confederate. The trainees were told where to sit and 
where the videotape camera was located. The trainees then 
decided the topic of the assessment conversation and who 
would start the conversation. The trainees' five minute con¬ 
versation with the confederate was then videotaped. The 
trainees were then given a copy of the Attending Behavior 
Rating Scale (see appendix B) and the General Well-Being 
Scale (see appendix C) and told to complete each form as 
soon as possible. Finally, a time was arranged when the 
completed forms would be collected. 
Each time the trainees participated in an assessment 
conversation, their performance of the target skills was 
rated by three groups of raters: two independent raters, 
the trainees' clinicians, and the trainees, themselves. The 
independent raters rated the trainees' performance of the 
attending skills during the four assessment conversations 
with the confederates. Each trainee had an outside clini¬ 
cian, who rated the trainees' general well-being and perfor- 
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mance of the attending skills in the trainees' everyday en¬ 
vironment. The trainees rated their own perception of their 
general well-being and their performance of the attending 
skills. 
The trainees' clinicians were mailed the rating forms 
and asked to rate the trainees' general well-being and per¬ 
formance of the attending skills during the week of the 
trainees' initial assessment. The clinicians were asked to 
rate the trainees' performance of the attending skills based 
on their observation of the trainees having conversations 
with people within their everyday routine. 
The two independent raters viewed the videotapes of 
the trainees' behavior within a week after the initial as¬ 
sessment. These two raters rated the trainees' performance 
of the attending skills during this assessment. 
Second assessment conversation. The trainees partic¬ 
ipated in the second assessment conversation four weeks af¬ 
ter their initial assessment conversation. The trainees in 
both the in vivo and in-center groups had their second ass¬ 
essment with convederate #2. This assessment was held in 
the living room of confederate #2's house. The trainees 
and the confederate sat in two chairs facing each other. 
The trainees' frontprofile was videotaped from behind the 
confederate's right shoulder. The same assessment and rat¬ 
ing procedures were used in the second assessment conversa- 
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tion as was used in the first assessment conversation. 
There was a four week waiting period between the 
first and second assessment conversations to measure the 
influence of attention from myself, from the confederates, 
from being in the study, or from being videotaped. The 
influence of attention derived from participating in a study 
needed to be measured prior to training because the atten¬ 
tion derived from participation can lead to a change in 
the trainees' behavior. 
In-center group training. The trainees in the in¬ 
center group met with me individually and read a brief de¬ 
scription of the four attending skills: eye contact, re¬ 
laxed posture, vocal tone, and verbal following (see appen¬ 
dix D). The trainees then watched a videotape of a model 
performing the four attending skills. We discussed the 
specific behaviors performed by the model and discussed 
how the use of the attending behaviors could be of value to 
the trainees in their conversations with other people. The 
trainees then selected the order they wished to learn the 
four attending behaviors. The trainees were asked to prior¬ 
itize the order of skill acquisition based upon their percep¬ 
tion of how badly they needed to learn the skills for use 
in their daily lives. 
The trainees next viewed the videotape of their ini¬ 
tial assessment conversation and compared their attending 
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behaviors with the model's, starting with the attending be¬ 
havior the trainees gave top priority, we remained in the 
training center and toleplayed the skill to be learned, plus 
any previously learned skills, for one minute. The trainees 
and I then reviewed their behavior. I demonstrated the Irain- 
ees’ performance of the attending skills and demonstrated 
the expected level of performance. I explained the aspects 
of the behavior the trainees were doing incorrectly and 
praised them for those skills performed correctly. We con¬ 
tinued this procedure until the trainees could demonstrate 
the attending skill without error for one minute over two 
consecutive roleplay conversations. 
I also estimated the total time the trainees talked 
during the toleplay conversations and estimated how long it 
took them to respond to my statements. I then pointed out 
the trainees' talking time and response time and instructed 
the trainees to increase their talking time and decrease 
their response time. 
In his article on media therapy, Ivey (1973) in¬ 
structed his client to decrease his rate of speech and was 
successful in producing the desired reduction in the client's 
rate of speech. Ivey (1973) concluded that giving the per¬ 
son specific instruction to increase or decrease a skill can 
be used to help the client vary the rate of performing that 
skill. Freiband and Rudman (In Ivey, 1971) demonstrated 
that the response time of a person with mental illness could 
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be decreased by the use of social reinforcers. Throughout 
the training sessions, I used praise then the trainees de¬ 
creased response time and increased talking time. I also 
pointed out to the trainees when they were not following 
my instructions. 
After the trainees could demonstrate the attending 
skill without error for one minute over two consecutive 
rolepiay conversations, the trainees and I had a video¬ 
taped conversation for five minutes. During this five 
minute conversation, we talked about a topic selected by 
the trainees. During this conversation, the trainees were 
expected to perform the attending skills learned during that 
session, plus any skills learned in previous sessions, for 
the entire five minute conversation. After completing this 
conversation, we reviewed the videotape. If the trainees 
performed the attending skills correctly, we moved to the 
next highest prioritized attending skill and repeated this 
training procedure. If the trainees performed the attending 
skills incorrectly, we repeated the training procedure until 
the trainees could demonstrate the skills correctly. 
Correct performance, or mastery, of the four attend¬ 
ing skills was defined as follows. The trainee demonstra¬ 
ted correct relaxed posture when the trainee was seated or 
stood in a natural position in which the person appeared 
comfortable. The trainee was also leaning slightly forward 
in the direction of the person to whom the trainee was 
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speaking. The trainee demonstrated correct eye contact 
when the trainee looked at the face of the person to whom 
the trainee was speaking. The trainee demonstrated correct 
vocal tone when the person used speech that was clear and 
spoke at a rate so that the other person could understand 
what was being said. The trainee also demonstrated varied 
inflexion in speech. Finally, the trainee demonstrated cor¬ 
rect verbal following when the person voiced comments that 
follow directly from the statement spoken by the other per¬ 
son or were directly related to the topic being discussed. 
When the trainees could perform each of these behaviors 
without error during an entire five minute interview, the 
trainees were judged tc have mastered the attending behaviors. 
After the subjects correctly performed one or more of 
the attending behaviors during a training session, I gave 
them a homework assignment to be completed before the next 
meeting. For example, after successfully demonstrating re 
laxed posture, I instructed the trainees: 
I want you to have two separate conversations 
with anyone you choose for at least five minutes 
before.our next meeting. I want you to use relaxed 
posturing during each of your conversations. We will 
discuss your experiences during these conversations 
at the beginning of our next meeting. 
At the beginning of the next meeting, we discussed 
the trainees' experiences with the homework assignment. We 
also discussed relapse prevention strategies. Marx (1982) 
in his description of the relapse prevention model states 
that the trainer should help the trainees identify situations 
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m which they are at high risk of failing in their attempts 
to maintain the newly learned behavior. According to Marx, 
the trainees would have a high probability of reverting 
back to their previously learned behavior patterns if the 
high risk situations are not identified and new coping 
strategies are not developed. Marx suggests -the trainer 
and the trainees develop a list of high-risk situations and 
then develop coping strategies to help the trainees main¬ 
tain their use of the newly acquired behavior during high- 
risk situations in their everyday lives. 
The trainees and I identified a number of high-risk 
situations in which they would have difficulty maintaining 
the use of the attending skills. We also developed a list 
of coping responses the trainees could use when confronted 
with a high-risk situation. 
In vivo group training. The trainees met with me 
individually and read a brief description of the four at¬ 
tending skills. The trainees then watched a videotape of a 
model performing the attending skills. We discussed the 
specific behaviors performed by the model and discussed 
how the use of the attending behaviors could be of value to 
the trainees in conversations with other people. The train¬ 
ees then selected the order in which they wished to learn 
the four attending behaviors. 
The trainees then viewed their first assessment con- 
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versation and compared their atfpnrHr.o- ir axxenamg behavior with that 
of the model’s. The trainees and I then went anywhere the 
trainees selected within their everyday environment to 
practice the skill they wished to learn first. When we 
arrived at the selected location, the trainees and I 
determined the situation under which they wanted to prac¬ 
tice the attending behaviors. For example, the trainees may 
decide to have a conversation with the waitress or waiter 
in a local restaurant. The trainees then practiced the 
selected attending behavior, plus any of the behaviors pre¬ 
viously learned, for at least one minute in a real-life 
situation. 
I observed the trainees' performing the skills from 
an inconspicuous location within a clear view and hearing 
distance of the trainees. Following the one minute practice 
session, we reviewed the performance of the attending behav¬ 
ior. I demonstrated the trainees' performance of the attend¬ 
ing behavior and the expected performance of that behavior. 
I pointed out those aspects of the behavior the trainees 
were doing incorrectly and praised the trainees for those 
skills they performed correctly. 
I then estimated the total time each trainee was 
talking and the response time during the practice conversa¬ 
tions. I pointed out to the trainees the talking time and 
response time. I then instructed the trainees to increase 
talking time and decrease response time. Throughout the 
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training sessions, I praised the trainees for increasing 
talking time and decreasing response time. I also pointed 
out when the trainees were not following my instructions. 
We continued this practice-review format until the 
trainees correctly performed the selected attending behavior 
in two consecutive one minute practice sessions. When the 
trainees could perform the skill correctly in two consecu¬ 
tive one minute conversations, the trainees had a five 
minute conversation with someone in a location within their 
community environment. If the trainees could perform the 
selected behavior, plus any previously learned attending 
behaviors, for the entire five minutes, the trainees were 
judged to have mastered the attending behavior. If the 
trainees were not able to perform the selected behavior, 
plus any previously learned attending behaviors, for the 
entire five minutes, we continued the practice sessions in 
a real-life situation until they could correctly perform 
the behavior for five minutes. We continued this practice- 
review format until all four attending behaviors were 
mastered. 
The trainees in the experimental group were not 
asked to complete a homework assignment. At the beginning 
of each practice session, we discussed the trainees' 
experiences using the attending skills during the previous 
practice session. We also discussed relapse intervention 
strategies (Marx, 1982). We identified high risk situations 
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in their everyday lives and developed coping strategies. 
Third assessment conversation. The trainees and I 
met in the hallway of the public library in their home com¬ 
munity. I then told the trainees to go into the reference 
room and have a five minute conversation with the woman 
in the blue blouse sitting at the table with a stack of 
red reference books. The trainees were told to talk about 
a. topic of their choice. 
The trainees then had a five minute conversation with 
confederate #3. At the table behind the confederate, two 
independent raters were seated. They had a clear view of 
the trainees' behavior during the conversation. The train- 
ees' conversation was tape recorded with an audiotape re¬ 
corder hidden within the stack of reference books. 
After the assessment conversation, the trainees met 
with me and were given a copy of the Attending Behavior 
Rating Scale and the General Well Being Scale. The train¬ 
ees then took the forms home and were told I would pick up 
the forms in two days. 
During the week of the third assessment conversa¬ 
tion, the trainees' clinicians were mailed the appropriate 
rating forms. The clinicians were asked to rate the train¬ 
ees' general well-being and their use of the attending 
skills. The clinicians rated the trainees' use of the at¬ 
tending skills based on their observation of the trainees 
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having conversations with people within their everyday 
routine. 
The two independent raters rated the trainees' use 
of eye contact and relaxed posture based on their observa¬ 
tion of the trainees' behavior during the third assessment 
conversation. These two raters listened to the audiotapes 
of the trainees' conversations within one week of the third 
assessment conversation. The raters rated the trainees' 
use of vocal tone and verbal following based on the con¬ 
versations recorded on the audiotape. 
Fourth assessment conversation. Eight weeks after 
the trainees completed the third assessment conversation, 
the trainees participated in a final assessment conversa¬ 
tion. The trainees met with me individually in front of a 
department store in their home town. I then told the train¬ 
ees to go to the sporting goods department of the store and 
have a five minute conversation with a man wearing a blue 
shirt standing by the tennis rackets and holding a red 
sports bag. The trainees were told to talk about a topic 
of their choice. 
The trainees then had a five minute conversation 
with confederate #4. The two independent raters stood at 
the end of the same aisle as the trainees and the confeder¬ 
ate. They had a clear view of the trainees' behavior during 
the conversation. The trainees' conversation was tape 
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recorded by an audiotape recorder hidden within the sports 
bag held by confederate #4. 
After the assessment conversation, the trainees met 
with me and were given a copy of the Attending Behavior 
Rating Scale and the General Well Being Scale. The train¬ 
ees then took the forms home and were told I would pick up 
the forms in two days. 
During the week of the fourth assessment conversa¬ 
tion, the trainees clinicians were mailed the appropriate 
rating forms and asked to rate the trainees' general well¬ 
being and their use of the attending skills. These ratings 
were based on the clinicians' observation of the trainees 
having a conversation with people within their everyday 
routine. 
The two independent raters rated the trainees' use 
of eye contact and relaxed posture based on their observa¬ 
tion of the trainees' behavior during the fourth assess¬ 
ment conversation. These two raters listened to the audio- 
tapes of the trainees' conversations within one week after 
the fourth assessment conversation. The raters rated the 
trainees' use of vocal tone and verbal following based on 
the conversation recorded on audiotape. 
Measurements 
Attending Behavior Rating Scale. The Attending Behavior 
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Rating Scale (ABRS) employed in this study was adapted by 
Rollm and Ivey (Ivey and Authier, 1978). This scale rates 
each of the four attending skills, eye contact, posture, 
vocal tone, and verbal following, along a continuum of one 
to five with one representing an inability to perform the 
skiH anc^ five representing outstanding execution of the 
skill (see appendix B). 
This rating scale was originally developed to measure 
the change in the attending behaviors of students who were 
learning to become counselors. Ivey, Normington, Miller, 
Morill, and Haase (1968) videotaped pre- and post-training 
interviews of student counselors and used the ABRS in con¬ 
junction with seven raters to assess any change in the stu- 
I 
dents' behaviors. They reported an inter-rater reliability 
of .84 and an intrarater reliability of .84. A similar in¬ 
terrater reliability score was reported by Rollin (1970). 
In his studies to measure the change in the attending skills 
of student counselors, Rollin (1970) used two independent 
raters and reported an interrater reliability of .90. Ivey 
and Authier (1978) concluded that the ABRS relies on subjec¬ 
tive ratings, but that the scale was reliable enough to 
measure change in attending behaviors accurately. 
The two independent raters used the ABRS to rate the 
trainees' performance of the attending skills during each 
of the four assessment conversations. They employed the 
videotapes of the trainees' performance during the first 
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and second assessment conversations to rate the attending 
behaviors. They used their own observations to rate the 
trainees eye contact and relaxed posture during the third 
and fourth assessment conversations. They used the audio- 
tape to rate the trainees' vocal tone and verbal following 
during the third and fourth assessment conversations. 
The trainees' clinicians employed the ABRS to rate 
the trainees' performance of the attending skills during 
the week of each assessment conversation. The clinicians 
rated the trainees' performance based on their observation 
of their trainees having conversations with people within 
their daily routine. 
The trainees employed the ABRS to rate their level 
of competence in performing the four attending skills 
after each of the four assessment conversations. The word¬ 
ing on the ABRS was modified so the vocabulary was familiar 
to the subjects and the instructions asked the trainees to 
rate their perception of their own competencies. This modi¬ 
fication was necessary since the Attending Behavior Rating 
Scale was originially designed to teach university students 
learning counseling skills (see appendix E). 
Manthei (198I) performed a study concerning the 
therapeutic outcome of clients chosing their own therapist. 
He had the subjects rate their satisfaction with the treat¬ 
ment they received. He concluded: 
... whether rating the quality of the therapeutic 
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relationship or the therapeutic outcome, there is 
strong evidence to suggest that client self-report 
data is at least as accurate and valuable as anv 
?e"earchU(p! 66^ “d ^ ^ in 
Gurman (1977) in his literature review concerning 
the clients’ and therapists’ rating of behavior change 
concluded: 
patients’ ratings of the quality of the 
therapist-patient relationship are at least as 
powerful as predictors_of therapeutic change as non¬ 
participant judges ratings and perhaps even somewhat 
more powerful (p. 524). 
General Well-Being Scale. The General Well-Being Scale 
(GWBS) was designed to measure a person's general psycho¬ 
logical well-being. The schedule consists of eighteen 
items. The first fourteen items have six response options 
and items fifteen through eighteen have a zero to ten rating 
bar. The focus of the GWBS is on the person's inner sense 
of well-being rather than feelings about specific external 
conditions, situations, or behavior skills (see appendix C). 
The GWBS was originated by H. Dupuy (1970) for a 
national health survey performed by the National Center for 
Health Statistics. The survey was administered to 6,913 non 
institutionalized adults ranging in age from twenty-seven 
to seventy-four at one hundred different locations through¬ 
out the country. Analysis on the results of that survey 
indicate that the GWBS had a test-retest reliability after 
three months of .80 and an internal consistency for all 
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eighteen items of .93. Fazio (197?) compared the GWBS 
with other self-report scales, e.g. MMPI, and concluded 
that the GWBS had a test-retest reliability over three mon¬ 
ths of .85. He also states that "because the GWBS is brief, 
well designed, and relevant in content, it should be useful 
in a variety of research and applied settings" (pp. 12-13). 
The GWBo was used by Manthei (1981) to measure the change 
in the clients' sense of well-being as they progressed 
through their treatment programs. He reported finding the 
GWBS useful in his outcome study because of its brevity and 
reliability. 
After each of the four assessment conversations, 
the subjects used the GWBS to rate their general psychologi¬ 
cal well-being. After each of the four assessment conversa¬ 
tions, the subjects' clinicians used the GWBS to rate their 
clients' general psychological well-being. The clinicians' 
ratings were based on conversations they had with their cl¬ 
ients during the week in which the subjects had an assess¬ 
ment conversation. 
Talking time. The total amount of time each trainee talked 
during each five minute assessment conversation was measured 
to determine if mastery of the attending skills in conjunc¬ 
tion with praise for increasing talking time led to increa¬ 
sed talking time. Each trainee's total amount of talking 
time was measured with a stopwatch. 
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— P°nSe ^ The mean time a trainee took to respond to 
the confederate's statement was measured to determine if 
mastery of the attending skills in conjunction with praise 
for decreasing response time led to reduced response time. 
The total time taken by the trainee to respond to each con¬ 
federate was measured with a stopwatch. To obtain the mean 
response time for each assessment conversation, the total 
response time was divided by the total number of responses 
made by the trainee during the five minute assessment con- 
versation. 
Raters 
According to the in vivo research by Donk (1972), 
Hollandsworth, et. al. (1978), and Wolfe, et. al. (1981), 
they recommend the trainees' behavior be assessed by three 
groups of raters. One group assesses the trainees' behav¬ 
ior within the training program. A second group of raters 
assesses the trainees' behavior in their everyday situations. 
Comparison of the first and second groups' rating will de¬ 
termine if the trainees' use of the target skills general¬ 
ized from the training program to their everyday situations. 
A third group consists of the trainees', themselves. The 
trainees rate themselves to determine their perception of 
their performance of the target skills. The recommenda¬ 
tions of these researchers was followed in this study. 
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The trainees' behavior during this experiment was 
assessed by three groups of raters: two independent raters, 
the trainees' clinicians, and the trainees, themselves. 
The independent raters rated the trainees performance of the 
attending skills during the four assessment conversations 
with the confederates. The trainees each had an outside 
clinician, who rated the trainees' general well-being and 
performance of the attending skills within the trainees' 
everyday conversations. The trainees rated their own per¬ 
ception of their general well-being and their performance 
of the attending skills. The procedure the three groups of 
raters followed is described in the procedural outline pre- 
sented earlier. 
The trainees performance of the attending skills 
within each assessment conversation was rated hy two inde¬ 
pendent raters. These raters were used to determine if 
there was a change in the trainees' performance of the at¬ 
tending skills over the four assessment conversations. The 
first rater was a thirty-three year old female, who is em¬ 
ployed as a guidance counselor in a high school. She has 
never worked with adults, who have a diagnosis of schizo¬ 
phrenia. She has had experience working on research pro¬ 
jects and rating behavior as part of her job. The second 
rater was a twenty-nine year old male, who is employed as a 
high school math teacher. He is also a part-time graduate 
student studying guidance and counseling. He, too, has 
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never worked with adults, who have a diagnosis of schizo¬ 
phrenia. He has' had experience rating behavior as part of 
his job. 
Neither of the independent raters were told the names 
of the trainees. Neither of the raters knew any of the 
trainees prior to participating in this study. The two 
independent raters did not know which trainees were in the 
— group and which trainees were in the in-center group, 
The trainees' performance of the attending skills 
within their natural environment and their general well¬ 
being was rated by a second group of twelve clinicians. 
Each person, who receives out-patient psychiatric treatment 
has a clinician who coordinates the different types of 
treatment the person receives. The clinicians have personal 
contact with their clients on a weekly basis and have the 
opportunity to observe their clients' general well-being 
and conversations with other people. 
The thirty trainees received coordination services 
from a total of twelve clinicians. Each of the twelve 
clinicians rated the attending skills of the trainees for 
whom he/she provides coordination services. The clinicians 
rated the trainees' use of the attending skills based on 
their observation of the trainees' conversation with other 
people in their everyday situations. A comparison of the 
independent raters' ratings and the clinicians' ratings in¬ 
dicated if the attending skills learned in the training pro- 
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gram generalized the trainees' conversations with other 
people in their .everyday environment. 
The clinicians also rated the trainees' general well¬ 
being. This was done to determine if the clinicians' per¬ 
ception of the trainees' general well-being changed as a 
result of the trainees participating in this study. 
None of the clinicians participated in the training 
program for the trainees or in the assessment conversations. 
The clinicians did not know which trainees were in the in 
vj-vo group and which trainees were in the in-center group. 
The trainees rated themselves on their performance 
of the attending skills and on their general well-being. 
This was done to determine if there was a change in the 
trainees' perception of their performance of the target 
skills and general well-being as a result of their partici¬ 
pation in this study. 
None of the trainees knew if they were in the in 
vivo group or in-center group. None of the trainees were 
told the names of any other trainees in this study. 
Procedure for determining rater reliability 
Prior to rating the assessment conversations, the 
two independent raters and the twleve clinicians were 
trained to rate attending behaviors on the Attending Behav¬ 
ior Rating Scale. The two groups of raters learned the def¬ 
inition of each of the attending behaviors. Next, they ob- 
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served a video tape of a person demonstrating the attending 
behaviors. The raters then watched two videotaped conver¬ 
sations of myself performing the attending behaviors at a 
predetermined skill level. If the raters could accurately 
rate my attending behaviors in both conversations, they were 
considered trained in rating attending behaviors. 
After a rater reliability of at least .90 was ob¬ 
tained for the training session, a second rater reliability 
was obtained for the first and second assessment conversa¬ 
tions. The second rater reliability was obtained to assess 
if the independent raters, the clinicians, and the trainees 
were using the same criteria for rating the trainees per¬ 
formance of the attending skills. The independent raters 
rated all thirty trainees' attending skills during the first 
and second assessment conversations. Each clinician rated 
the attending skills of those trainees for whom he/she pro¬ 
vides coordination services. The clinicians rated all 
thirty trainees during the weeks of the trainees' first 
and second assessment conversations. The thirty trainees 
rated their own perception of their performance of the at¬ 
tending skills during the weeks of their first and second 
assessment conversation. The rater reliability was then cal¬ 
culated for each group of raters using a Pearson product- 
moment correlation. A high product-moment correlation would 
indicate that all the raters were using the same criteria 
for judging the trainees attending behavior. 
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A product-moment correlation of .90 was the minimum 
acceptable level- of rater reliability. A product-moment 
correlation of .90 would indicate that 81 per cent of the 
measured variation in the raters' scores was attributed to 
the variation of the trainees' attending behavior and that 
19 per cent of the variation in the trainees' scores was due 
to extraneous variables, e. g. unconscious rater bias, etc. 
According to Ferguson (1966) and Kerlinger (1973) a measure¬ 
ment with a rater reliability of .90 is considered a reli¬ 
able measurement for research studies. 
The raters' reliability was calculated for the train¬ 
ees' overall score on the ABRS and for each of the four at¬ 
tending skills. It was possible statistically for the 
raters to have a rater reliability of .90 for the trainees' 
overall score and yet have a great deal of variability on 
their ratings of each attending skill. The rater reliabil¬ 
ity for each of the four attending skills would indicate 
what percentage of the measured variation in the raters' 
scores were attributed to the variation of the trainees' 
performance of the attending skills. A rater reliability 
of .90 for each of the attending skills would also indicate 
that all the raters were using the same criteria to measure 
each skill. 
In addition to calculating the rater reliability 
for the ABRS, a rater reliability was also obtained for the 
clinicians' and trainees' rating of the GWBS. Each clini- 
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cian rated the general well-being of those trainees for 
whom he/she provides coordination services. The clinicians 
rated all thirty trainees during the weeks of the trainees' 
first and second assessment conversation. The thirty 
trainees rated their own perception of their general well¬ 
being during the weeks of their first and second assessment 
conversation. A rater reliability was obtained for each 
group of raters using the Pearson product-moment correla¬ 
tion. The rater reliability was calculated using each group 
of raters' total scores on the GWBS. A product-moment cor¬ 
relation of .90 was the minimum acceptable level of rater 
reliability. 
Results of the statistical analysis for rater reliability 
A rater reliability for the training session was com¬ 
puted to assess if the two independent raters and the twelve 
clinicians were using the same criteria for rating the mod¬ 
el's performance of the attending. The rater reliability 
was calculated using all fourteen raters' total scores on 
the ABRS and their total score for each of the attending 
skills. During the training session, the raters' reliabil¬ 
ity for all four attending behaviors was .93. The raters' 
reliability for each of the attending behaviors was .90 for 
eye contact, 1.0 for posture, .90 for tone, and .90 for ver¬ 
bal attending. The minimal acceptable level of rater reli¬ 
ability for this study was .90. Therefore, the raters' 
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reliability during the training session was considered ac¬ 
ceptable . 
The two independent raters rated all thirty trainees' 
attending skills during the first and second assessment con¬ 
versations. Since there were two raters rating the thirty 
trainees, there were sixty observations for each attending 
skill. However, the other two groups of raters had thirty 
observations per skill. To equalize the number of obser¬ 
vations, the average rating score between the two indepen¬ 
dent rater was calculated for each observation. This aver¬ 
ting of scores yielded thirty observations per attending 
skill. 
The independent raters' reliability was calculated 
from the two raters' averaged scores for each of the attend¬ 
ing skills on the ABRS. The correlations listed in table #2 
indicate that the independent raters had an overall reliabil 
ity of .96. The independent raters had a reliability of 
.98 for eye contact, .95 for posture, .98 for vocal tone, 
and .94 for verbal attending behavior. Since a rater reli¬ 
ability of .90 was the minimal acceptable reliability level, 
the rater reliability for the independent raters was accep¬ 
table for this study. 
Each of the twelve clinicians rated the attending 
skills of the trainees for whom he/she provides services. 
Each clinician rated the skills of either two or three train 
ees. However, each trainee was rated by only one clinician. 
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Since each of the thirty trainees was rated by one clinician, 
there were thirty observations per attending skill. 
TABLE 2 
PEARSON PRODUCT-MOMENT CORRELATION OF RATERS 
ON THE ATTENDING BEHAVIOR RATING SCALE 
Rater 
Attending Skill 
Eye Pos¬ 
ture 
Vocal 
Tone 
Verbal 
Attending 
Overall 
Independent 
raters .... • 98 
.95 • 98 .94 • 96 
Clinicians .. • 91 .97 • 96 .90 .94 
Trainees .... .86 .84 .88 .84 .86 
The correlations listed on table 2 indicate that the 
clinicians had an overall reliability of .94. The clinicians 
had a reliability of .91 for eye contact, .97 for posture, 
.96 for vocal tone, and .90 for verbal attending. Since a 
rater reliability of .90 was the minimal acceptable level, 
the rater reliability for the clinicians was acceptable. 
Each of the thirty trainees rated their own percep¬ 
tion of how they performed the attending skills. Since the 
thirty trainees rated their own behavior, there were thirty 
observations per attending skill. The correlations on 
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table 2 indicate that the trainees had an overall relia¬ 
bility of .86. The trainees had a reliability of .86 for 
eye contact, .84 for posture, .88 for vocal tone, and .84 
for verbal attending behavior. 
There is a difference between the reliabilities ob¬ 
tained by the trainees arid the other raters. I believe 
this difference is due to the trainees not receiving train¬ 
ing on how to rate attending behavior on the Attending 
Behavior Rating Scale. The trainees were not given this 
training because it was believed that the trainees' baseline 
behavior in the first assessment would be influenced if they 
knew which skills were being assessed. 
While the trainees' reliability was not as high as 
the other raters, their reliability is acceptable when 
compared to other research using the Attending Behavior 
Rating Scale. Ivey, Normington, Miller, Morill, and Haase 
(1968) used this scale in conjunction with seven raters to 
assess change in students’ attending behaviors. They report¬ 
ed a rater reliability of .8^. Ivey and Authier (1978) 
report that a reliability of .84 was an acceptable level for 
research considering the subjective nature of this scale. 
The minimum rater reliability obtained by the trainees was 
.84 on posture and verbal attending. Based on the research 
by Ivey and Authier (1978), the rater reliability for the 
trainees was acceptable for this study. 
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The trainees' general well-being was also rated 
by the trainees and the clinicians following the first and 
second assessment conversations. The trainees and the 
clinicians rated the trainees' general well-being by means 
of the General Well-Being Scale (Dupuy, 1970). The rater 
reliability between the first and second assessments was 
calculated for each group of raters. Both the clinicians 
and the trainees rated the generall well-being of the thirty 
trainees. The reliability correlation was calculated 
using the total score on the GWBS. The trainees obtained 
a rater reliability on the GWBS of .95. The clinicians 
obtained a rater reliability on the GWBS of .97. These 
correlations were considered acceptable for this study. 
Analysis of Variance 
A repeated measures design was used to analyze the 
data since multiple observations were made on all thirty 
trainees. In this study each of the thirty trainees was 
assessed on four separate occassions. The same design was 
used to analyze: (1) the independent raters' rating of 
the trainees' performance of the attending skills, (2) the 
clinicians' rating of the trainees' performance of the 
attending skills and the trainees' general well-being, 
(3) the trainees' rating of their performance of the 
attending skills and their general well-being, (4) the 
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trainees' response time, and (5) the trainees' talking 
time. 
This design allowed for a comparison between the 
performance of the behavior exhibited by the in vivo and 
in-center groups. It also allowed for a comparison of the 
change in the trainees' behavior over the four assessments. 
The repeated measures design analyzed one between variable, 
group, and one within variable, assessment, when analyzing 
the trainees' performance of each attending skill, general 
well-being, response time, and talking time. The repeated 
measures analysis was calculated using the University of 
Massachusetts' computer, which was programmed to use the 
statistical package for the social sciences designed by 
Nie, Hull, Jenkins, Steinbrenner, and Bent (Hull and Nie, 
1981) . 
This study used a level of significance of .05 to 
ascertain that there is a difference between means. Using 
a level of significance of .05* the probability was five 
in one hundred, or less, that the difference between the 
means could result when the treatment effects did not exist. 
When an F score was found to be at the .05 level, a 
multiple comparison between means was done using a multi¬ 
variate Scheffe' test (Timm, 1975)• This procedure was done 
because the difference between some pairs of means in the 
analysis may be significant; while other differences 
between means may not be. 
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Summary 
The procedures were carried out as described in 
this chapter. Each trainee participated in two assessment 
conversations prior to training and two assessment conver¬ 
sations after training. The in vivo group experienced the 
skills training within their everyday environment. The 
in-center group experienced the skills training within the 
training center and then participated in homework assign¬ 
ments. Each trainees' performance of the attending skills, 
general well-being, response time, and talking time was 
assessed throughout this study by three groups of raters: 
independent raters, clinicians, and the trainees. The 
data from each assessment were tabulated and analyzed by 
means of a repeated measures design. The results of this 
statistical analysis are reported in the next chapter. 
CHAPTER IV 
RESULTS 
The trainees' performance of the attending skills, 
their general well-being, their response time, and their 
talking time were measured throughout the four assessments. 
The results of this study were obtained from the statis¬ 
tical analysis of the data collected during the four assess¬ 
ments . 
The data were analyzed to answer two major questions. 
First, is there a difference between the in vivo group's 
and the incenter group's performance of the target skills? 
Second, did the attention the trainees receive from parti¬ 
cipating in this study lead to a difference in the trainees' 
performance of the target skills? This chapter will answer 
each of these questions in detail. 
Influence of Training On Behavior 
The data were tabulated and analyzed with a repeated 
measures design to test the first hypothesis. Written in 
the form of a null hypothesis, the first hypothesis states 
that as a result of the type of training each group experi¬ 
ences: (1) there is no difference between the in vivo 
group's and the in-center group's performance of the attend¬ 
ing skills, (2) there is no difference between the in vivo 
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group's and the in-center group's general well-being, (3) 
there is no difference between the in vivo group's and the 
in-center group's response time, and (4) there is no dif¬ 
ference between the in vivo group's and the in-center group's 
talking time. 
In order to assess the first hypothesis, the trainees' 
behavior was assessed with four measurements" The Attending 
Behavior Rating Scale, the General Well-Being Scale, response 
time, and talking time. Each measure was employed prior 
to any skill training, directly after the skill training, 
and eight weeks following the skill training. 
The data obtained on each measurement were analyzed 
to determine if there is a difference between the in vivo 
group's performance of the target skills and the in-center 
group's performance of the target skills. The data were 
also analyzed to determine if there is a difference in the 
trainees' performance of the target skills over the four 
assessment periods. 
The data were analyzed by means of a repeated mea¬ 
sures analysis with one between factor, group, and one within 
factor, assessment. A level of significance of .05 was 
used to ascertain if there was a difference between means. 
Whenever a statistically significant difference between 
measns was obtained, ninety-five per cent simultaneous con¬ 
fidence intervals were constructed for the difference in 
the means between assessment #1 and assessment #2, assess- 
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ment #2 and assessment #3, assessment #3 and assessment #4. 
and assessment #1 and assessment #4. This was done to de¬ 
termine where significant differences occurred. The results 
of this analysis are provided in appendix G and appendix H. 
Independent raters' assessment of attending behavior 
The two independent raters rated the trainees' use 
of each attending skill during the four assessment converse 
tions. The independent raters assessed the trainees' use 
of eye contact, posture, vocal tone, and verbal attending. 
Since the two independent raters rated the thirty trainees, 
there were sixty observations for each attending skill. 
However, the other groups of raters had thirty observa¬ 
tions per skill. To equalize the number of observations, 
the average rating score between the two independent raters 
was calculated for each observation. This averaging of 
scores yielded thirty observations per attending skill. 
The statistical analysis was performed on the averaged 
scores of the two independent raters. 
Eye contact. The repeated measures analysis indi¬ 
cates that the trainees in the in vivo group and the train¬ 
ees in the in-center group did not differ statistically in 
their mean scores on eye contact (see table 3). The differ¬ 
ence in training did not lead the in vivo group to perform 
eye contact differently than the in -center group performed 
eye contact. The statistical analysis revealed a statisti- 
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cally significant difference in the trainees' scores on 
eye contact over the four assessments, F (3,84) = 458.1, 
P < .001 (see appendix G). 
The multivariate Scheffe test indicates that there 
is no statistically significant difference between the 
trainees' mean score on the first assessment and their mean 
score on the second assessment (see figure 1 and appendix 
H). There is a statistically significant difference between 
the trainees' mean scores on the second and third assess¬ 
ment. The trainees' mean score on eye contact directly 
after training is significantly higher than their mean 
score prior to training. 
There is no significant difference between the train¬ 
ees 'mean scores on the third and fourth assessment. However, 
the difference between the trainees' mean scores on the 
first and fourth assessment indicates that the trainees' 
mean score on eye contact eight weeks after training was 
significantly higher than their scores prior to training. 
Posture. The statistical analysis reveals that the 
trainees in the in vivo group and in the in-center group did 
not differ statistically in their mean scores on posture 
(see table 3)* The difference in training did not lead the 
in vivo group to demonstrate posture differently than the in¬ 
center group demonstrated posture. The statistical analy¬ 
sis revealed a significant difference in the trainees' 
scores on posture over the four assessments, F (3i84) = 
M
EA
N
 
SC
O
R
E 
O
N
 
E
Y
E
 
C
O
N
TA
C
T 
79 
5 
4 
3 
2 
1 
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ASSESSMENT 
Fig. 1. Independent raters' mean 
score on eye contact over the four 
assessments. 
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22.98, p < .001 (see appendix G). 
- The multivariate Scheffe test indicates that there is 
no significant difference between the trainees' mean score 
on the first assessment and their mean score on the second 
assessment ( see figure 2 and appendix H). There is a sig¬ 
nificant difference between the trainees' mean scores on 
the second and third assessment. The trainees’ mean score 
on posture directly after training was significantly higher 
than their score prior to training. There is no significant 
difference between the trainees' mean scores on the 
third and fourth assessment. There is a significant dif¬ 
ference between the trainees' mean scores on the first and 
fourth assessment. The trainees' mean score on posture 
eight weeks after training was higher than their scores 
prior to training. 
The stistical analysis also indicates a significant 
interaction between the group effects and the assessment 
effects, F (3*84) = 3*85* p .05. There is a difference 
between the way the in vivo group responded to the treatment 
effects and the way the in-center group responded. The in¬ 
center group's mean score on posture was lower than the in 
vivo group's mean score during the first and second assess¬ 
ment. However, both groups had equal scores on the third 
assessment and the in-center group's scores were higher than 
the in vivo group's scores on the fourth assessment. 
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Fig. 2. Independent raters' mean 
score on posture over the four 
assessments. 
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Vocal tone. The statistical analysis indicates that 
the trainees m the in vivo group and the trainees in the 
m-center group differred significantly in their mean scores 
on vocal tone, F (1, 28) = 4.43, p <£ .05 (see appendix G). 
The independent raters rated the in vivo group's mean score 
on correct vocal tone higher than the in-center group's 
mean score (see table 3). The statistical analysis also re¬ 
vealed a significant difference in the trainees' score on 
vocal tone over the four assessments, F (3, 84) = 55.12, 
p < .001 (see appendix G). 
The Scheefe test indicates that there is no signifi¬ 
cant difference between the trainees' mean score on the 
first assessment and their mean score on the second assess¬ 
ment (see figure 3 and appendix H). There is a significant 
difference between the trainees' mean scores on the second 
and third assessment. The trainees' mean scores on their 
vocal tone directly after training was significantly higher 
than their mean score prior to training. 
There is a significant difference between the train¬ 
ees' mean scores on the third and fourth assessment. The 
trainees' mean score on their vocal tone eight weeks after 
training was significantly lower than their score directly 
after training. 
The multivariate Scheffe test indicates there is a 
significant difference between the trainees' mean score on 
the first and fourth assessment. The trainees' scores on 
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ASSESSMENT 
Fig. 3* Independent raters' mean 
score on vocal tone over the four 
assessments. 
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vocal tone eight weeks after training was higher than their 
scores on vocal tone prior to training. 
The statistical analysis also indicates that there 
is a statistically significant interaction between the group 
effects and the assessment effects, F = (3,84) = 4.6l, 
P < .01. There is a difference between the way the in vivo 
group responded to the treatment effects and the way the in¬ 
center group responded to the treatment effects. Both 
groups' scores on correct vocal tone decreased eight weeks 
after training. However, the in-center group had a larger 
decrease m their score on vocal tone than the in vivo group. 
Verbal .attending. The statistical analysis indicates 
that the trainees in the in vivo group and the trainees 
in the in-center group did not differ statistically in their 
mean scores on verbal attending (see table 3). The differ¬ 
ence in training did not lead the in vivo group to perform 
verbal attending differently than the in-center group. 
The statistical analysis did reveal a significant difference 
in the trainees' use of verbal attending over the four assess¬ 
ments, F (3, 84) = 80.72, p <.001 (see appendix G). 
The Scheffe test indicates that there is no statis¬ 
tically significant difference between the trainees' mean 
score on the first assessment and their mean score on the 
second assessment (see figure 4 and appendix H). There is 
a significant difference between the trainees' mean scores 
on the second and third assessment. The trainees' mean 
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ASSESSMENT 
Fig. 4. Independent raters’ mean 
score on verbal attending over the 
four assessments. 
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score on verbal attending directly after training was signif¬ 
icantly higher than their mean score prior to training. 
There is a significant difference between the trainees’ 
mean scores on the third and fourth assessment. The trainees' 
mean score on their verbal attending eight weeks after 
training is significantly lower than their score directly 
after training. 
The statistical analysis indicates that there is a 
statistically significant difference between the trainees' 
mean score on the first and fourth assessment. The trainees' 
mean score on verbal attending eight weeks after training was 
higher than their scores prior to training. 
The statistical analysis also indicates that there 
is a significant interaction between the group effects and 
the assessment effects, F (3, 84) = 3*139* p C *05* Both 
group's score of correct verbal attending decreased eight 
weeks after training. However, the in-center group had a 
much larger decrease than the in vivo group. 
Clinicians' assessment of attending behavior 
The twelve clinicians rated the trainees' use of 
each attending skill during the week following each of the 
four assessment conversations. The clinicians rated the 
trainees use of eye contact, posture, vocal tone, and verbal 
attending during the trainees' conversations with other 
people in their everyday situations. 
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Each of the twelve clinicians rated the attending 
skills of the trainee for whom he/she provides service. 
Each clinician rated the skills of either two or three 
trainees. However, each trainee was rated by only one 
clinician. Since each of the thirty trainees was rated by 
one clinician, there were thirty observations per attending 
skill. 
Eye_ contact. The statistical analysis reveals that 
the trainees in the in vivo group and the trainees in the 
in-center group did not differ statistically in their mean 
score on eye contact. The difference in training did not 
lead the in vivo group to demonstrate eye contact differently 
than the in-center group demonstrated eye contact (see table 
3). The statistical analysis did indicate a significant dif¬ 
ference in the trainees' scores on eye contact over the 
four assessments, F (3, 84) = 238.47, p < .001 (see appendix 
G). 
The multivariate Scheffe test indicates that there 
is no significant difference between the trainees' mean score 
on the second assessment (see figure 5 and appendix H). There 
is a statistically significant difference between the trainees' 
mean scores on the second and third assessment. The trainees' 
mean score on eye contact directly after training is signifi¬ 
cantly higher than their mean score prior to training. 
There is no significant difference between the trainees' 
mean scores on the third and fourth assessment. However, there 
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Fig. 5- Clinicians' mean score on 
eye contact over the four assessments. 
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is a significant difference between the trainees' score on 
the first and fourth assessment. The trainees' score on 
eye contact was much higher eight weeks after training than 
their scores prior to training. 
Posture. The statistical analysis reveals that the 
trainees in the in vivo group and the trainees in the in¬ 
center group did not differ statistically in their mean 
scores on posture. The difference in training did not lead 
the in vivo group to exhibit posture differently than the 
in-center group (see table 3). The statistical analysis did 
indicate a significant difference in the trainees' scores 
on posture over the four assessments, F (3, 84) = 135.1, 
p < .001 (see appendix G). 
The Scheffe test indicates that there is no signif¬ 
icant difference between the trainees' mean score on the 
first assessment and their mean score on the second 
assessment (see figure 6 and appendix H). There is a 
statistically significant difference between the trainees' 
mean scores on the second and third assessment. The trainees' 
mean score on posture directly after training is significantly 
higher than their score prior to training. 
There is no statistically significant difference 
between the trainees' mean scores on the third and fourth 
assessment. However, the difference between the trainees' 
mean scores on the first and fourth assessment indicates that 
the trainees' mean score on posture eight weeks after training 
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posture over the four assessments. 
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is significantly higher than their score prior to train¬ 
ing. 
Vocal tone. The statistical analysis indicates that 
the trainees m the in vivo group and the trainees in the 
m-center group did not differ statistically in their mean 
score on vocal tone. The difference in training did not 
lead ohe in vivo group to demonstrate vocal tone differ¬ 
ently than the in-center group demonstrated vocal tone (see 
table 3). The statistical analysis indicates a significant 
difference in the trainees' scores on vocal tone over the 
four assessments, F (3, 84) = 101.75, p <.001 (see appendix 
G). 
The Scheffe analysis reveals that there is no signif¬ 
icant difference between the subjects' mean score on the 
first assessment and their mean score on the second assess¬ 
ment (see figure 7 and appendix H). There is a statistically 
significant difference between the trainees' mean scores on 
the second and third assessment. The trainees' mean score 
on vocal tone directly after training is significantly higher 
than their score prior to training. 
There is a significant difference between the trainees' 
mean scores on the third and fourth assessment. The trainees' 
scores decreased eight weeks following training. The analysis 
also indicates that there is a significant difference between 
the trainees' mean scores on the first and fourth assessment. 
The trainees' score on correct vocal tone eight weeks after 
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Fig. 7. Clinicians' mean score on 
vocal tone over the four assessments. 
93 
training is significantly higher than their score on vocal 
tone prior to training. 
The statistical analysis also indicates that there 
is a significant interaction between the group effects and 
the assessment effects, F (3, 84) = 5.13, p < .01. Both 
groups' score on vocal tone decreased eight weeks after 
training. However, the in-center group had a much larger 
decrease in their score on vocal tone than the in vivo group. 
Verbal attending. The statistical analysis indicates 
that the trainees in the in vivo group and the trainees 
in the in-center group did not differ statistically in their 
mean scores on verbal attending (see table 3). The differ¬ 
ence in training did not lead the in vivo group to exhibit 
verbal attending differently than the in-center group. 
The statistical analysis did reveal a significant difference 
in the trainees' scores on verbal attending over the four 
assessments, F (3, 84) = 48.49, p < .001 (see appendix G). 
The multivariate Scheffe test indicates that there is 
no significant difference between the trainees' mean score 
on the first and second assessment (see figure 8 and appendix 
H). There is a statistically significant difference between 
the trainees' mean scores on the second and third assessment. 
The trainees' mean score on verbal attending directly after 
training was significantly higher than their mean score prior 
to training. 
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Fig. 8. Clinicians' mean score on 
verbal attending over the four assessments. 
95 
There is a statistically significant difference be¬ 
tween the trainees' mean scores on the third and fourth 
assessment. The trainees' mean score on their verbal at¬ 
tending eight weeks after training is significantly lower 
than their score directly after training. 
Finally, there is a statistically significant dif¬ 
ference between the trainees' mean score on the first and 
fourth assessment. The trainees' mean score on verbal 
attending eight weeks after training was higher than their 
scores prior to training. 
Trainees' assessment of attending behavior 
The thirty trainees rated their use of the attending 
skill during the week following each of the four assessment 
conversations. The trainees rated their use of eye contact, 
posture, vocal tone, and verbal attending based on their 
perception of how they used the attending skills when having 
a conversation with another person. 
Eye contact. The statistical analysis indicates that 
the in vivo group's mean score on eye contact is significantly 
difference from the in-center group's mean score on eye con¬ 
tact, F = (1, 28) = 8.29» p < .01. The trainees in the con¬ 
trol group rated their perceived use of eye contact higher 
than the trainees in the in vivo group rated their perceived 
use of eye contact (see table 3). The statistical analysis 
did indicate a significant difference in the trainees' scores 
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on eye contact over the four assessments, F (3 84) = 16.4, 
p ( .001 (see appendix G). 
The Scheffe test indicates that there is no signifi¬ 
cant difference between the trainees* mean scores on the 
first and second assessment (see figure 9 and appendix H). 
There is also no statistically significant difference between 
the trainees* mean scores on the second and third assessment. 
There is a significant difference between the trainees* 
mean scores on the third and fourth assessment. The trainees* 
scores decreaseo. eight weeks following training. The analysis 
also indicates that there is a significant difference between 
the trainees* mean scores on the first and fourth assess¬ 
ment. The trainees' score on eye contact is significantly 
lower than their score on eye contact prior to training. 
Posture. The repeated measures analysis reveals 
that the trainees in the in vivo group and the trainees in 
the in-center group did not differ statistically in their 
mean scores on posture (see table 3). The difference in 
training did not lead the in vivo group to score their per¬ 
ceived use of posture differently than the in-center group 
scored their perceived use of posture. The statistical 
analysis did indicate a significant difference in the trainees 
scores on posture over the four assessments, F (3, 84) = 
21.42, p K. .001 (see appendix G) . 
The Scheffe test indicates that there is no signifi¬ 
cant difference between the trainees' mean scores on posture 
M
EA
N 
SC
O
RE
 
ON
 
EY
E 
CO
N
TA
CT
 
97 
ASSESSMENT 
Fig. 9. Trainees' mean score on 
eye contact over the four assessments. 
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on the first and second assessment (see figure 10 and appen¬ 
dix H). There is a significant difference between the 
trainees' mean scores on the second and third assessment. 
The trainees' mean score on posture directly after training 
is significantly higher than their score prior to training. 
There is no significant difference between the train¬ 
ees mean scores on the third and fourth assessment. How¬ 
ever, the difference between the trainees’ mean scores on 
the first and fourth assessments indicate the trainees' mean 
score on posture eight weeks after training is significantly 
higher than their score prior to training. 
Vocal tone. The statistical analysis reveals that 
the in vivo group’s mean score on vocal tone did not differ 
statistically from the in-center group's mean score on 
vocal tone (see table 3)» The difference in training did 
not lead the in vivo group to score their perceived use of 
vocal tone differently from the in-center group's score on 
their perceived use of vocal. The statistical analysis 
indicates a significant difference in the trainees' scores 
on vocal tone over the four assessments, F (3, 84) = 41.09, 
p ^ .001 (see appendix G). 
The Scheffe analysis indicates that there is no sig¬ 
nificant difference between the trainees' mean scores on the 
first and second assessment (see figure 11 and appendix H). 
There is a significant difference between the trainees' mean 
scores on the second and third assessment. The trainees' 
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Fig. 10. Trainees' mean score on 
posture over the four assessments. 
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Fig. 11. Trainees' mean score on 
vocal tone over the four assessments. 
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mean score on vocal tone directly after training is signifi¬ 
cantly higher than their mean score prior to training. 
There is a significant difference between the train¬ 
ees' mean scores on the third and fourth assessment. The 
trainees' mean score on vocal tone eight weeks after training 
is significantly lower than their score directly after 
training. 
Finally, there is a significant difference between 
the trainees' scores on the first and fourth assessment. 
The trainees' mean score on vocal tone is lower eight 
weeks after training than their scores before training. 
Verbal attending. The repeated measures analysis 
indicates that the in vivo group's mean score on verbal 
attending did not differ statistically from the in-center 
group's mean score on verbal attending (see table 3). The 
difference in training did not lead the in vivo group to 
score their perceived use of verbal attending differently 
from the in-center group's score on their perceived use 
of verbal attending. The statistical analysis did reveal a 
significant difference in the trainees scores on verbal 
attending over the four assessments, F (3» 84) = 54.72, 
p ^ .001 (see appendix G). 
The Scheffe test indicates that there is no signifi¬ 
cant difference between the trainees' mean scores on the 
first and second assessment (see figure 12 and appendix H). 
There is a statistically significant difference between the 
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Fig. 12. Trainees' mean score on 
verbal attending over the four assessments. 
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trainees' mean score on the second and third assessment. 
The trainees' mean score on verbal attending after training 
is significantly higher than their mean score prior to 
training. 
There is a significant difference between the trainee 
mean scores on the third and fourth assessment. The trainee 
mean score on verbal attending eight weeks after training is 
lower than their score directly after training. 
Finally, there is a significant difference between 
the trainees' mean scores on the first and fourth assess¬ 
ments. The trainees' mean score on verbal attending is much 
lower eight weeks after training than their score before 
training. 
Clinicians' and trainees' assessment of general well-being 
The clinicians' and trainees rated the trainees' 
general well-being during the weeks following each of the 
four assessment conversations. The clinicians rated their 
perception of the trainees' general well-being following 
each assessment. The trainees' rated their perception of 
their general well-being following each assessment. The 
statistical analysis was computed using the total score on 
the GWBS. 
The repeated measures analysis indicates the in vivo 
group's mean general well-being score did not differ statis¬ 
tically from the in-center group's mean general well-being 
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score. This relationship was obtained in both the clinic 
ians- ratings and the trainees' ratings of the trainees' 
general well-being (see table 4 and appendix G). 
TABLE 4 
MEAN SCORES ON THE GENERAL WELL-BEING SCALE 
Rater 
First 
Assess¬ 
ment 
Second 
Assess¬ 
ment 
Third 
Assess¬ 
ment 
Fourth 
Assess¬ 
ment 
Clinicians 
In vivo 
group .... 71.4? 71.6? 71.60 71.73 
In-center 
group .... 71.07 71.07 71.33 71.40 
Trainees 
In vivo 
group .... 71.73 72.67 72.40 71.60 
In-center 
group .... 71.20 72.07 71.93 71.87 
The statistical analysis also indicates no signific¬ 
ant difference in the trainees' scores on general well-being 
over the four assessments. This relationship was obtained 
in both the clinicians' ratings and trainees' ratings of the 
trainees' general well-being (see figure 13, figure 14, and 
appendix G). 
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Fig. 13* Clinicians' mean score on 
the General Well-Being Scale over the 
four assessments. 
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Fig. 14. Trainees' mean score on 
the General Well-Being Scale over the 
four assessments. 
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Assessment of response time 
The trainees' mean response time was calculated din¬ 
ing each of the four assessment conversations. The statist 
ioal analysis indicates that there is no significant differ¬ 
ence between the in vivo group's mean score on response time 
and the in-center group's mean response time (see table 5). 
The repeated measures analysis did reveal a significant 
difference m the trainees' scores on response time over 
the four assessments, P (3,84) = 122.86, p < .001 (see 
appendix G). 
TABLE 5 
MEAN RESPONSE TIME 
(Recorded in Seconds) 
Group 
First 
Assess¬ 
ment 
Second 
Assess¬ 
ment 
Third 
Assess¬ 
ment 
Fourth 
Assess¬ 
ment 
In vivo 
group .... 1.90 1.90 1.10 1.37 
In-center 
group .... 1.85 1.84 1.07 1.81 
The Scheffe analysis indicates no significant dif¬ 
ference between the trainees' mean scores on the first and 
second assessment (see figure 15 and appendix H). 
M
EA
N 
R
ES
PO
N
SE
 
TI
M
E 
108 
ASSESSMENT 
Fig. 15. Trainees' mean response 
time over the four assessments. 
109 
There xs a significant difference between the trainees' 
mean scores on the second and third assessment. The trainees' 
mean score on response time directly after training is 
significantly lower than their mean score prior to training. 
There is a significant difference between the trainees' 
mean scores on the third and fourth assessment. The trainees' 
mean score on response time eight weeks after training was 
higher than their mean score directly after training. The 
difference between the trainees' mean scores on the first 
and fourth assessment indicate that the trainees' mean score 
on response time eight weeks after training is significantly 
lower than their scores prior to training. 
The repeated measures analysis also reveals a signif¬ 
icant interaction between the group effects and the assess¬ 
ment effects, F (3, 84) = 13.16, p .001. Both group's 
mean response time increased eight weeks after training. 
However, the in-center group had a larger increase in their 
response time than the in vivo group. 
Assessment of talking time 
The trainees' total talking time was calculated during 
each of the four assessment conversations. The statistical 
analysis indicates that there is no significant difference 
between the in vivo group's mean score on talking time and 
the in-center group's mean score (see table 6). The repeated 
measure analysis did reveal a significant difference in the 
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trainees 
P (3.84) 
scores on talking time over the four assessments, 
286.97, p <C .001 (see appendix G). 
TABLE 6 
MEAN TALKING TIME 
(Recorded in Seconds) 
Group 
First 
Assess¬ 
ment 
Second 
Assess¬ 
ment 
Third 
Assess¬ 
ment 
Fourth 
Assess¬ 
ment 
In vivo 
group .... 179.67 192.40 215.60 207.73 
In-center 
group .... 180.93 192.87 216.33 187.13 
The Scheffe test indicates that there is a signifi¬ 
cant difference between the trainees' mean scores on the 
first and second assessment. The trainees had a higher mean 
talking time during the second assessment conversation than 
they had during the first (see figure 16 and appendix H) . 
There is a significant difference between the train¬ 
ees' mean scores on the second and third assessment. The 
trainees' score on talking time directly after training was 
higher than their mean score before training. 
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Fig. 16. Trainees' mean talking time 
over the four assessments. 
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There is a significant difference between the trainees' 
-an scores on the third and fourth assessment. The trainees' 
-an score on talking time eight weeks after training was 
lower than their mean score directly after training. There 
was also a statistically significant difference between 
the trainees' mean scores on the first and fourth assess¬ 
ment. The trainees' mean score on talking time eight weeks 
after training was higher than their mean score prior to 
training. 
The repeated measures analysis also indicates a 
significant interaction between the group effects and the 
assessment effects, F (3, 84) = 37.61, p .001. Both 
group's mean talking time decreased eight weeks after training. 
However, the in-center group had a greater decrease in their 
talking tim© than th© in vivo group. 
•^rcfluence of1 Attention On Behavior 
The data were analyzed a second time to test the 
second hypothesis. Written in the form of a null hypothesis, 
the second hypothesis states that as a result of the atten¬ 
tion the trainees experience: (1) there is no difference 
in the trainees' performance of the attending skills, (2) 
there is no difference in the trainees' general well-being, 
(3) there is no difference in the trainees' response time, 
and (4) there is no difference in the trainees' talking time. 
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The results obtained from the statistical analysis 
of the first hypothesis were examined to determine the in¬ 
fluence of attention on the trainees- behavior. When the 
repeated measures analysis revealed a statistically signif¬ 
icant assessment effects, the results of the Scheffe com¬ 
parison analysis was perused to determine if there was a 
statistically significant difference between the mean scores 
on the first and second assessment. If the comparison of 
the trainees' mean score on the first and second assess¬ 
ment was statistically non-significant, it was assumed that 
attention did not influence the trainees' behavior. If this 
comparison was statistically significant, it was assumed 
that attention did influence the trainees' behavior. 
When the repeated measures analysis revealed a statistically 
non-significant assessment effect, it was assumed that at¬ 
tention did not influence the trainees' behavior. 
Statistical analysis of the ratings by the independent 
raters, clinicians, and trainees' indicates that there is a 
statistically significant assessment effects for eye contact 
posture, vocal tone, and verbal attending. The Scheffe tests 
indicate that there is no statistically significant differ¬ 
ence between the mean scores on the first and second assess¬ 
ment for eye contact, posture, vocal tone, and verbal at¬ 
tending. Based on this analysis, the attention the trainees 
received did not influence their scores on the four attend¬ 
ing skills. 
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The statistical analysis of the clinicians' and train¬ 
ees' ratings of the trainees' general well-being indicates 
that there is a statistically non-significant assessment 
effect. This result indicates that the trainees' mean 
scores are not statistically significantly different over 
the four assessments. The difference between the trainees' 
mean scores on the first and second assessment are not sta¬ 
tistically significantly different. Therefore, the atten¬ 
tion the trainees received did not influence their scores 
on the general well-being. 
The statistical analysis of the trainees' response 
time indicates that there is a statistically significant 
assessment effect. The Scheffe analysis indicates that there 
is no statistically significant difference between the 
trainees' mean scores on the first and second assessment. 
Based on this analysis, the attention the trainees received 
did not influence their scores on response time. 
The statistical analysis of the trainees' talking 
time indicates that there is a statistically significant 
assessment effect. The statistical analysis indicates that 
there is a statistically significant difference between the 
trainees' mean scores on the first and second assessment. 
The trainees' mean talking time on the second assessment is 
significantly higher than the trainees' mean talking time on 
the first assessment. Based on this result, the attention 
the trainees received from participating in this study did 
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influence their scores on talking time. 
Summary 
The statistical analysis in this study yielded a 
variety of significant and non-significant differences 
between the means. The purpose of this section is to sum¬ 
marize the results from the statistical analysis, tables, 
and figures. The summary of the results is as follows. 
The methodology used to train and assess the in vivo 
and in-center groups did not yield a significant difference 
between the mean scores of the in vivo and the in-center 
groups. The methodological difference in the training 
received by the in vivo group and the in-center group did 
not lead the in vivo group's scores on the attending skills 
to be statistically different from the in-center group's 
scores. 
The independent raters' and clinicians' mean ratings 
are similar for eye contact, posture, vocal tone, and verbal 
attending. Each group of raters' mean scores has the same 
trend: (1) scores for all four attending skills increased 
after training, (2) eye contact and posture remained at 
the same level eight weeks after training, (3) vocal tone 
and verbal attending scores decreased eight weeks after 
training, and (4) the in-center group's vocal tone and ver¬ 
bal attending scores had a more pronounced decrease than the 
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~ ^ gr°UP'S S°0res ei§ht after training. Jn addi 
tion, the clinicians also felt that the training the trainees 
reserved did not influence their sense of general well-being. 
The independent raters- scores indicate that the 
trainees- performance of the attending skills within the 
assessment conversations improved after training. The train¬ 
ees- clinicians also measured the trainees- performance of 
the attending skills within the trainees- everyday situa¬ 
tions. The clinicians- scores also indicate that the train¬ 
ees- performance of the attending skills within their every¬ 
day situations improved after training. This indicates 
that the trainees' performance of the attending skills im¬ 
proved both in the training program and in their everyday 
situations. Therefore, the attending skills the trainees 
learned during training tended to generalize from use in the 
training program to use in their everyday situations. 
The trainees believed their performance of all four 
attending skills increased after training. Eight weeks after 
training, the trainees felt their performance of posture was 
the same as it was directly after training. However, they 
felt their performance of eye contact, vocal tone, and verbal 
attending had all decreased eight weeks after training. The 
trainees also felt that the training they received did not 
influence their general sense of well-being. 
No matter which type of training the trainees re¬ 
ceived their use of eye contact, posture, vocal tone, verbal 
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attending, response time, and talking time was more pro¬ 
ficient eight weeks after training than it was when they 
began in this experiment. The results indicate that skill 
training does lead to at least a two month improvement in 
"the "trainees' use of "the "target; skills. 
The attention the trainees received from participa¬ 
ting in this study did not influence their performance of 
eye contact, posture, vocal tone, verbal attending, response 
time, or general well-being. However, the attention the 
trainees received significantly increased their talking 
time. 
There was a significant reduction in the trainees' 
response time directly after training. The trainees' re¬ 
sponse time did increase again eight weeks after training. 
However, the in-center group's response time had a greater 
increase than the in vivo group's. 
There was a significant increase in the trainees' 
talking time directly after training. The trainees' talk¬ 
ing time did decrease eight weeks after training. However, 
the in-center group had a greater decrease than the in vivo 
group. 
This chapter has concentrated on the results of the 
statistical analysis. However, during the course of an ex¬ 
periment, the researcher makes observations that are rele¬ 
vant to a complete understanding of the experiment. 
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The researcher can offer explanations as to why cer¬ 
tain results occurred. The researcher can also give infer¬ 
ences for further research. The next chapter will discuss 
the observations, explanations and inferences from this 
study. 
CHAPTER v 
GENERAL DISCUSSION 
The results of this experiment were drawn from the 
statistical analysis. However, additional observations and 
implications can be drawn from the trainees' participation 
in this study. In this chapter, I will report my observa¬ 
tions of the trainees' behavior during the execution of 
this study, discuss ways of improving the methodology, and 
offer suggestions for further research. 
This chapter will consist of eight topic areas. First, 
I will discuss the trainees' behavior during skill training. 
Next, I will discuss my observations on how to improve the 
generalization training. I will then discuss my observa¬ 
tions of the relapse training used in this study. Next, I 
will discuss the difference between the trainees' and the 
other raters' ratings on the attending skills assessment. 
I will then discuss the trainees' scores on the general 
well-being assessment. I will then discuss the clinical 
inferences from this study. Next, I will discuss ways to 
improve the longitudinal assessment. Finally, I will dis¬ 
cuss the limitations on generalizing the results of 
this study. 
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Skill Training 
Prior to the commencement of the skill training, the 
trainees were asked to prioritize the order they wished to 
learn the four attending skills. They were asked to priori¬ 
tize the order of skill acquisition based upon their percep¬ 
tion of their need to leam the skills for use in their daily 
lives. Over half of the thirty trainees stated that they 
wished to learn verbal attending first. They felt that this 
skill was the one they most needed to learn. The trainees 
were evenly divided between posture and vocal tone as the 
next two skills they wanted to learn. Over half the trainees 
stated they wished to leam eye contact last. They stated 
they felt they already had good eye contact and this skill 
was the one they least needed to learn. 
During the training sessions, the trainees appeared 
to learn eye contact and posture faster than they learned 
vocal tone and verbal attending behavior. The time that the 
trainees took to learn each of the attending skills was not 
measured. In future research into teaching attending skills, 
it is recommended that the length of time the trainees 
need to leam each of the attending skills be measured in 
order to determine if there is a statistically significant 
difference in their rate of learning each attending skill. 
The trainees in the in vivo group voiced more 
comments about how they would use the attending skills in 
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their daily lives than the in-eenter group. One explanation 
for this may be -the feedback the trainees received while 
they used the attending skills in their natural environment. 
During the iui vivo training, the trainees in the iii vivo 
group had an instructor with them to give them feedback and 
make observations about their interactions within their 
environment. The trainees in the in-center group did not 
have an instructor with them during their homework assign¬ 
ments. It is possible that the comments from the instructor 
helped the trainees in the in vivo group generate ideas 
about how they could use the skills in their daily lives. 
The trainees in the in vivo group voiced more 
comments about being anxious over learning the attending 
skills in vivo than the in-center group did over learning 
the skills in the training center. The trainees in the in¬ 
center group also voiced few fears over performing the att¬ 
ending skills during their homework assignments. It may be 
possible that the trainees in the in vivo group were 
afraid of learning unfamiliar skills in their home envir¬ 
onment, felt self-conscious about learning new skills in 
front of others, and were afraid of criticism from the 
people they talked to. 
The trainees in the in-center group were trained to 
mastery before they were asked to use an attending skill in 
their everyday environment. However, the trainees in the 
in vivo group did not learn a skill to mastery before 
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they were asked to use the skill in their natural environ¬ 
ment. This difference in the level of skill mastery prior 
to its use in the trainees' everyday environment may account 
for the in vivo group's fear. 
The trainees’ scores on the vocal tone and verbal 
attending behavior decreased over the eight weeks between 
training and the final assessment. A concern for an instruc¬ 
tor teaching these skills is how to sustain the trainees' 
behavior following mastery. One solution might be to have 
refresher courses which the trainees would attend on a reg¬ 
ular basis. In their work teaching social skills to adult 
schizophrenics, Curran and Monti (1982) recommend a follow¬ 
up training period of two years. They believe that two 
years of follow-up training is needed if the social skills 
are to become part of the learner's everyday behavioral 
repertoire. 
In addition to refresher courses, a program learning 
course for each attending skill could be developed and 
placed on audiotape cassettes. The learners could take 
these tapes home and practice the attending skills between 
training sessions with an instructor or use the tapes as a 
self- monitored refresher course. 
The methodological differences in the training 
received by the in vivo group and the in-center group did 
not lead the in vivo group's scores on the attending skills 
to be statistically different than the in-center group's 
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scores. According to the research by Bandura (1969), Gold¬ 
stein, Sprafkin,•and Gershaw (1976), and Sulzer-Azaroff 
and Mayer (1977), there should have been a statistically 
significant difference between the scores of trainees who 
received in vivo training and trainees who received their 
training within a training center and then received general¬ 
ization training. Why did this difference not occur? 
I believe the reason may be in the nature of the 
training used in this study. The trainees in the in vivo 
group experienced in vivo training with individual instruc¬ 
tion. The trainees in the in-center group experienced 
homework assignments, or in vivo training without individual 
instruction. 
Ivey and Authier (1978) feel that homework assign¬ 
ments are designed to encourage the trainees to learn to 
apply newly acquired skills in their real-life situations. 
The in-center group in this study was trained to master 
the target skills in the training center and then used the 
homework assignments to learn how to apply the target skills 
to situations in their environment. It may be possible 
that in vivo training with individual instruction has 
the same teaching effects as mastery in the training center 
coupled with in vivo training without instruction. The 
results of this study tend to support this hypothesis. 
The relationship between in vivo training with in¬ 
struction and mastery coupled with in vivo training without 
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instruction could be 
using four treatment 
investigated with a research study 
groups. The trainees in each group 
would be trained in the use of attending skills. Their 
level of performing the attending skills would be measured 
before-, after-, and eight weeks after training. The first 
group would receive training only at the training center. 
The second group would receive training in the training cen¬ 
ter coupled with in vivo training without instruction (home¬ 
work assignments). The third group would receive only in 
vivo training with individual instruction. The fourth 
group would receive training in the training center coupled 
with in vivo training with individual instruction. A com¬ 
parison of each group's scores on the assessments should 
more clearly define this relationship. 
Generalization Training 
The independent raters' scores indicate that the 
trainees' performance of the attending skills within the 
training program improved after training. The trainees' 
clinicians' scores indicate that the trainees' performance 
of the attending skills within their everyday situations 
improved after training. This indicates that the trainees' 
performance improved both in the training center and in 
their everyday situations. Therefore, the attending skills 
the trainees learned during training tended to generalize 
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from use m the training program to use in their everyday 
situations. 
According to the texts by Ivey and Authier (1978) 
and Goldstein, Sprafkin, and Gershaw (1976), generaliza¬ 
tion training is the cornerstone of a training program. 
This study was successful in generalizing the use of the 
attending skills by means of in vivo training and homework 
assignments. I feel that the generalization training could 
have been better planned if the following recommendations 
were followed. 
1. Encourage the learners' efforts to determine 
the relevance of the target skill in their lives. According 
to Ivey and Authier (1978), the learners have a higher 
probability of using the target skill if they understand 
the value of using that skill. 
2. The instructor can use overlearning to de¬ 
crease the rate of relapse back to previous behavior pat¬ 
terns. According to Curran and Monti (1982) they use over¬ 
learning in a large number of their training sessions to 
decrease the probability of relapse. 
3. The instructor and the learners should select 
target behaviors that will continue to be reinforced in 
the learners' natural environment after the training ses¬ 
sions end. Bandura (1969) emphasizes the need to select tar¬ 
get skills that are reinforced in the learners' natural 
milieu. 
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4. Relatives could be trained how to teach the tar¬ 
get skills and asked to reinforce and correct the learners' 
behavior after the formal training session has ended. 
5* Learners could be shown how to observe what they 
are doing correctly and what they are doing incorrectly. 
The use of a mirror and an audiotape recorder could be used 
to provide feedback to the learner. This approach would 
allow the learners to reinforce themselves for what they 
are doing correctly and identify what they are doing incor¬ 
rectly. Ivey (1973) used this technique successfully in 
his work with media therapy. The learners could also use 
program learning material on an audiotape cassette to cor¬ 
rect their performance of the target skills. 
6. The learners' use of coping strategies would be 
helpful in decreasing the rate of relapse back to previous 
behavior patterns. Marx (1982) has found this technique 
successful in his work with persons learning managerial 
skills. 
Relapse Training 
An adjunct to the structured training in attending 
skills was the informal training in relapse prevention. 
As discussed in the literature review and the methods sec¬ 
tions, Marx (1982) indicates that people tend to revert 
back to previously learned behavior patterns when confronted 
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With high risk, high stress situations, 
this process occurs even if people have 
He indicates that 
completed an intense 
training program. He believes that improvement in the 
target skills can be maintained if the people learn new 
coping strategies to high risk situations 
training program. Marx's relapse training 
m the methodology in this study. 
as part of their \ 
was incorporated 
Each of the thirty trainees participated in relapse 
training. During their training, the trainees and I dis¬ 
cussed relapse prevention strategies. The trainees and I 
identified a number of high risk situations in which the 
trainees would have difficulty maintaining the use of the 
attending skills (see appendix I). We also developed a list 
of coping strategies the trainees could use when confronted 
with a high risk situations (see appendix I). 
It is my opinion that the relapse training was not 
as successful as it could have been during this experiment. 
This opinion is based on my observations of the trainees' 
behavior and conversations during the relapse training. 
There was no independent measurement of the influence of 1 
I 
relapse training on the trainees' use of the attending 
skills, general well-being, response time, or talking time. 
Neither the trainees in the in vivo group nor the 
trainees in the in-center group voiced pleasure in partici¬ 
pating in the relapse training. The trainees engaged in a 
great deal of denial and projection when asked to discuss 
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past ajid present difficulties talking to other people. When 
asked to describe high risk situations, the trainees would 
answer in general terms. It was very difficult to elicit 
specific situations upon which we could generate coping 
strategies. During our discussions about high risk situa¬ 
tions, the trainees were oriented toward the present. They 
had difficulty projecting future high risk situations and 
developing coping strategies. They had difficulty spon¬ 
taneously generating the coping strategies. They would wait 
for my direction to help them develop these strategies. 
While I feel the relapse training in this study was 
not especially successful, I believe that relapse training 
should be included in training programs for schizophrenic 
adults. Curran and Monti (1982) also advocate for the in¬ 
clusion of relapse training in all programs that attempt to 
teach social skills to schizophrenic individuals. 
My experiences with relapse training did generate 
a number of implications for further research. First, an 
T-- 
objective measurement could be employed to measure the 
influence of relapse training on the trainees' behavior. 
Second, a research design could be developed to assess the 
effect of relapse training. This design would contain 
three treatment groups: no training, skill training only, 
and skill training plus relapse training. A training pro--" 
gram could be developed that first teaches the target skill 
to the trainees. Then as the trainees practice the skill 
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in their natural situations, they would attend a structured 
program of relapse training. During this structured pro¬ 
gram, the trainees could reveal the high risk situations 
they have experienced during their practice sessions. They 
could then generate coping strategies they could try out 
during their next practice session. 
Attending Skills Assessment 
On the first and second assessment, the trainees 
rated their performance of all four attending skills one- 
to-two rating levels higher than the independent raters and 
clinicians. However, directly after training, all three 
groups of raters had similar mean ratings. Eight weeks 
after training, the trainees' mean ratings decreased to a 
point where they were similar to the independent raters' 
and clinicians' ratings. Why were the trainees' ratings 
one-to-two levels higher than the other raters' ratings? 
Why were the trainees' ratings similar to the other raters' 
ratings after training? 
An answer to the first question may exist in the 
personality attributes of adults, who are schizophrenic. 
According to Strauss and Carpenter (1981), persons who are 
schizophrenic, can not tolerate the suggestion that they are 
insecure or have difficulties with their social relationships. 
Their disturbances in thinking are often marked by misinter- 
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pretations and distortions of reality which are self-protec¬ 
tive in nature. These misinterpretations and distortions 
often center around interpersonal relationships with their 
peers, family members, and personal abilities. According 
to Arieti and Brodie (1981), adults, who are schizophrenic, 
deny their interpersonal inadequacies and overestimate 
their abilities to protect against their feelings of 
insecurity. X feel the reason the trainees rated their 
ability to perform the attending skills one-to-two levels 
higher than the other raters was due to their need to deny 
their interpersonal difficulties. 
I feel that the reason the trainees', independent 
raters', and clinicians' scores are similiar after the 
trainees experienced the training program is because of the 
training. It is possible the training sessions helped the 
trainees clarify and define their skill level. The training 
also taught them the skills to a specific level of mastery. 
They could then use this knowledge as a reference to com¬ 
pare their performance as time passed. I feel that the train- 
ing gave the trainees the same criteria as the other raters 
to assess their behavior. 
A methodology for further study in this area could 
include two groups of trainees and two groups of indepen¬ 
dent raters. One group of independent raters would assess 
the trainees' behavior in the assessment conversations. The 
other group of independent raters would assess the trainees' 
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behavior in their everyday situations. Both groups of train¬ 
ees would rate their perception of their behavior. However, 
one group of trainees would be taught the criteria of a 
good performance before the training and the other group of 
trainees would be taught the criteria during training. 
Based on the results of this study, it is predicted that the 
independent raters and the trainees, who learned the criter¬ 
ia before training, would have similiar ratings of the 
trainees pre-treatment behavior. All four groups of raters 
would have similiar ratings of the trainees* post-treatment 
behavior. 
General Well-Being Assessment 
The results of this study indicate that there was 
no change in the trainees' and clinicians' assessment of the 
trainees' general well-being over the four assessments. 
While the trainees' performance of the attending skills, 
response time, and talking time did change over the four 
assessments, the assessment of the trainees' general well¬ 
being did not change. Why did this happen? 
I believe the answer to why the assessment of the 
trainees' general well-being did not change is due to the 
type of behavior being assessed. Execution of eye contact, 
posture, vocal tone, verbal attending, talking time, and 
response time are all behaviors that can be objectively 
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observed. However, general well-being is an assessment 
of a person's inner sense of contentment. According to 
Dupuy's (1970) description of his General Well-Being Scale, 
this measurement focuses on the person's inner sense of 
well-being rather than feelings about specific external 
conditions, situations, or behaviors. I contend that two 
types of behavior were being assessed in this study: 
interpersonal behavior, attending skills, response time, 
and talking time, and intrapersonal behavior, inner sense 
of well-being. 
Goldstein (1973) reports research which attempts 
to change both interpersonal and intrapersonal behavior 
by means of skill training. Goldstein (1973) taught inter¬ 
personal interaction skills to eighty-seven male and female 
psychotic adults. He performed a training program in which 
he used modeling and role-playing to teach interaction 
skills to the trainees in the experimental group. He com¬ 
pared the pre- and post-training behavior of the experiment¬ 
al group with the behavior of a control group consisting 
of people engaged in psychotherapy to improve their inter¬ 
personal interactions. He concluded that the experimental 
group demonstrated more smiling, more leaning toward the 
other person in a conversation, more responses in a conver¬ 
sation, and more talking time than the people in the control 
gro up. 
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Orenstein (Goldstein, 1973) performed a research 
study in which he attempted to increase the trainees' 
intrapersonal behavior. He attempted to increase the train¬ 
ees' ability to be aware of and accurately perceive their 
current feelings. He randomly assigned seventy-five female 
psychotic adults into three groups: focusing group, 
attention group, and no-treatment group. The trainees in 
the focusing group received structured learning therapy on 
how to focus on their feelings and how to label their feel¬ 
ings accurately. The attention group had conversations with 
the researchers about their feelings, but received no train¬ 
ing. The no-treatment group had no interaction with the 
researchers. Based on his pre- and post-training measurement 
of the trainees' ability to perceive their current feelings 
accurately, Orenstein found a statistically non-significant 
difference between the experimental and control groups. 
After comparing these two studies, Goldstein (1973) 
concludes that it is more successful to teach interpersonal 
interaction skills to psychotic adults than intrapersonal 
skills. He contends that the learning of interpersonal 
behaviors does not spontaneously increase intrapersonal 
behaviors. He also concludes that intrapersonal skills are 
far more difficult for psychotic persons to learn than 
interpersonal behaviors. He believes that psychotic people 
can learn intrapersonal skills, e.g. self-awareness. In 
order to teach intrapersonal skills, Goldstein (1973) 
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suggests that the self-awareness skills be broken down 
into their component parts, that each component part be 
taught separately to the trainees, and that teaching intra¬ 
personal skills requires far more training sessions than 
teaching interpersonal skills. 
Golstein's (1973) recommendations were not carried 
out in this study. The goal of this study was to teach 
attending skills, interpersonal behavior, to adults, who 
are schizophrenic. The intrapersonal skill of changing one's 
sense of general well-being was not taught as part of the 
training in this study. Change in the trainees' general 
weH“^einS would have been a spontaneous result of the 
training paradigm used in this study. 
According to Goldstein (1973) changes in intraper¬ 
sonal skills do not spontaneously evolve out of interper¬ 
sonal skill training. The results of this study concur with 
Goldstein's (1973) conclusions. 
An implication for future research from Goldstein's 
(1973) comments and the results from this study are that 
two training programs need to be established if the resear 
cher wants to measure the change in both interpersonal an 
intrapersonal behaviors. For example, the trainees may be 
first trained to exhibit good attending skills and while 
they are practicing their attending skills, the trainees 
would then attend training sessions to learn self-aware¬ 
ness skills. 
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Clinical Info roneos 
This experiment is primarily a research study into 
the difference between two microcounseling environments. 
However, clinical inferences can be drawn from this study. 
Since this study is involved with people learning attending 
skills in two different learning environments, clinical 
inferences can be made about teaching skills to people, 
who are schizophrenic. 
The trainees were able to learn the target skills 
with either in vivo training or in-center training coupled 
with homework assignments. This is especially important 
since it indicates that training does not need to be limited 
to a hospital or clinic setting. For people who can not or 
will not attend training programs within a clinic setting, 
the clinician can still do successful skill training with 
these people in their home environment. In addition, this 
study and others in the literature survey have demonstrated 
that assessing the person's change in behavior can also be 
done in the person's everyday environment. 
This study shows that the trainees' performance of 
the target skills eight weeks after they have mastered the 
skill is higher than their performance before they started 
training. The performance of the skill does decrease over 
time, but two months after training it is still higher than 
before training. While the trainees were able to maintain 
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their performance, the use of relapse training probably- 
helped them maintain their skills. Programs designed to 
teach skills to people should contain relapse training to 
help them maintain their skills. 
In this study, the trainees' use of the target skills 
did generalize from the training program to their everyday 
situations. The literature and this study indicate that the 
generalization of the target skills into the trainees' 
everyday situations is a very important fact. Generalization 
training should be carefully planned in all training pro¬ 
grams . 
This study indicates that the attention the trainees 
received from participating in this study did not influence 
their performance of the attending skills or response time. 
However, the trainees' talking time was influenced by atten¬ 
tion. It is important to remember this relationship between 
talking time and attention. If the goal of a training pro¬ 
gram is to increase the trainees' talking time, the train¬ 
ing program must take into account the influence of atten¬ 
tion to assess the results accurately. If the influence of 
attention is not measured, it is possible for the trainer 
to assume the trainees' talking time has changed as a 
result of the training when it really changed due to the 
attention. 
The final clinical inference from this study is prob¬ 
ably the most important. The trainees were able to take an 
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active part in their own training. I„ this study, they 
could assess which skills they needed to learn and were 
able to prioritize the order they wanted to learn each tar¬ 
ge skill. The trainees were also able to define the every¬ 
day situation in which they would practice the skills. 
The in vivo group was able to learn the target skills in 
their own community. The in.r=m+0« 
y. me m-center group was able to prac- 
the skills on their own in their home community. 
These people were very active in working with the trainer 
to learn the target skills. 
Longitudinal Assessment 
The results of ths study indicate that the trainees' 
performance of vocal tone, verbal attending, talking 
time, and response time decreased between the third and 
fourth assessment. There was an eight week waiting period 
between these two assessments. Did the trainees' performance 
of vocal tone, verbal attending, talking time, and response 
time continue to decrease, stabilize, or spontaneously 
increase after the eight week waiting period? This study 
can not answer that question. 
Curran and Monti (1982) have directed a number of 
programs in which they taught social skills to schizophreni/c 
adults. They suggest a two year follow-up period to assess 
the long-term influence of their training on the learners' 
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behavior. They conclude that such a lengthly follow-up 
period is beyond' the expectations of graduate students and 
psychology interns. However, this type of lengthly follow¬ 
up research should be performed if the durable outcomes of 
training programs are to be assessed. 
Longitudinal studies could be performed by research¬ 
ers working as consultants to community mental health 
clinics, sheltered workshops, and other training programs 
sponsored by the country's departments of mental health. 
These consultants could design and execute research studies 
to measure the learners' progress in the training program 
and measure the durable outcome of the training program. 
The publication of this type of longitudinal study would 
also be of value to other clinicians who are developing 
■> 
training programs for their clients. 
Limitations of This Study 
This study indicates that the trainees successfully 
learned the target skills and maintained the use of those 
skills over an eight week period. The study indicates that 
attention did not influence the trainees' behavior on the 
attending skills or response time. The results indicate that 
the attending skills the trainees learned during training 
tended to generalize from use in the training program to 
use in their everyday situations. 
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This study also has limitations inherent within its 
methodology that limit the generalization of the results. 
The factors that limit the generalization of this study in 
elude. (1) all trainees were volunteers, (2) random 
sampling, and (3) participation in other therapeutic pro 
grams. 
All the people who participated in this experiment 
volunteered to be participants. As stated earlier in the 
literature survey, people, who volunteer to participate in 
a research study, tend to be motivated to engage in self- 
improvement training, willing to make a commitment to the 
training program, expect to have a positive experience, 
and are interested in the potential outcome of the study 
1978)« Since all the trainees were volunteers, 
the results of this study can only be generalized to other 
training programs for people who volunteer to participate. 
A truly random sample in which every person, who is 
schizophrenic within the United States, has an equal prob¬ 
ability of being selected for the sample is beyond the scope 
of this study. The sample used in this study consists of 
male and female adults, who are schizophrenic, live in 
western Massachusetts, and volunteer to participate in this 
study. The results of this study can only be generalized 
to other persons with the same parameters as the sample in 
this study. 
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All of the participants in this experiment were in¬ 
volved in therapeutic programs outside of this study. They 
all received psychiatric medication and counseling. Based 
on the literature, it was not ethical to ask the trainees 
to stop their involvement with psychiatric medication and 
counseling while participating in this study. Therefore, 
the results of this study can only be generalized to other 
people, who are schizophrenic and participating in outside 
therapeutic programs. 
While there are limitations on the generalization 
of the results to other sample populations, the results can 
be used as implications for further research for similar 
populations. These results could be used to develop re¬ 
search studies for persons, who are schizophrenic, repre¬ 
sent different age groups, come from different regions of 
the country, are non-voluntary participants, and do not re¬ 
ceive psychiatric medication or counseling. The limita¬ 
tions of this research study make the possibility of other 
similar research studies almost limitless. 
Summary 
The purpose of this chapter was to report the 
additional observations and implications that can be drawn 
from the trainees participation in this study. This chap¬ 
ter offered a possible explanation why there was not a 
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significant difference between the behavior of in vivo 
group and in-center group. Ways to improve the generaliza¬ 
tion training were discussed along with difficulties using 
relapse training with this population. The differences be¬ 
tween the three groups of raters' assessment of the trainees 
behavior was discussed and an explanation for this differ- 
ence was offered. This chapter reviewed the difference 
between interpersonal and intrapersonal skills and how the 
difference between the skills may have influenced the 
assessment of the trainees' general well-being. 
Clinical inferences from the results were offered 
to persons wishing to develop training programs. Finally, 
the problems of longitudinal assessments and the limita¬ 
tions of this study were discussed. Throughout this chapter 
I have offered possibilities for further research. 
In this dissertation, I have reviewed the litera¬ 
ture, developed the hypotheses, generated the methodology 
and statistical analysis, reported the results, discussed 
observations and implications of the trainees behavior, and 
suggested future research studies. In the last chapter, I 
will summarize the entire dissertation in the form of a 
research article suitable for publication. 
CHAPTER VI 
SUMMARY OF DISSERTATION: A PUBLISHABLE ARTICLE 
Teaching Schizophrenics Communication Skills: 
A Comparative Analysis of Two Microcounsel inp; 
Learning Environments 
Abstract 
One group of adults, who are schizophrenic, learned 
communication skills via the microcounseling format in a 
training center coupled with homework assignments. A 
second group of adults, who are schizophrenic, learned the 
same skills via the microcounseling format in their every¬ 
day environment. This experiment tested if there is a dif¬ 
ference between the two groups’ performance of the communi¬ 
cation skills as a result of the difference in training. 
This experiment also tested if the attention derived from 
participating in this study influenced the trainees' per¬ 
formance of the communication skills. 
The results indicate that both groups' mean scores 
followed the same trend: (1) performance of all skills 
increased after training, (2) use of the skills generalized 
from the training sessions to the trainees' everyday conver¬ 
sations, (3) their scores two months after training were 
higher than their scores before training. The results did 
not yield a significant difference between the two groups. 
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The results indicate that attention caused the trainees' 
talking time to .increase significantly. 
This experiment is a comparative analysis of two 
microcounseling learning environments for teaching communi¬ 
cation skills to adults, who are schizophrenic. One group 
of adults learned the communication skills within a training 
center and then participated in generalization training to 
transfer the use of the skills into the trainees' everyday 
conversations (in-center group). The second group of adults 
learned the same skills within their everyday environment 
without participating in generalization training (in vivo 
group). 
Ivey and Authier (1978) describe the microcounseling 
format as a psychoeducational approach to skill development. 
The skills are taught over a series of lessons in which the 
trainees watch a model perform the skills, roleplay the 
skills with the instructor, and receive feedback from video¬ 
tapes and the instructor. Training is usually done in a 
training center or workshop and generalization is accom¬ 
plished via a series of homework assignments. This format 
has been used by Freiband and Rudman (Ivey, 1971) and Ivey 
(1973) to teach attending skills to adults, who are schizo¬ 
phrenic. Gormally, Hill, Otis and Rainey (1975) have also 
used the microcounseling format to teach assertive behavior 
to clients at an out-patient mental health clinic. 
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The importance of generalization training has been 
stressed by Ivey and Authier (1978). Bandura (1969) states 
that training in a training center is ineffective training 
unless the use of the behavior is generalized into the 
learner's natural environment. While there is agreement con- 
cerning the importance of generalization training, there 
exists disagreement as to where generalization training 
should occur. 
Ivey and Authier (1978) advocate training in a train- 
ing center or workshop coupled with homework assignments. 
Golstein, Spafkin, and Gershaw (1976) conclude that the 
probability of the learners using their newly acquired skill 
in their real-life situations will be maximized if they 
learn the skill in their everyday environment. Research by 
Barnard, Christophersen, and Wolfe (1977) and Wolfe, Sandler, 
and Kaufman (1981) indicate that people can learn skills 
through in vivo training. This experiment will test if the 
trainees, who learn skills via the microcounseling format 
in a training center coupled with homework assignments, 
perform the target skills differently than the trainees, who 
learn skills via the microcounseling format in vivo. 
The trainees receive a considerable amount of atten¬ 
tion while participating in the training. Kerlinger (1973) 
and Bailey (1978) indicate that the influence of attention 
should be measured to determine if change in behavior is the 
result of the training or the attention. This experiment 
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Will also test the influence of attention. 
Methodolgy 
Subjects. The sample population consisted of thirty 
male and female adults, who have an established diagnosis of 
schizophrenia. Each person volunteered to be in this study 
and was randomly assigned to one of the two treatment groups. 
One group of fifteen people learned the target skills 
in a training center coupled with homework assignments (in¬ 
center group). The other group of fifteen people learned the 
skills in their everyday environment (in vivo group). 
Procedure.The two groups participated in two assess¬ 
ments prior to training and two assessments after training. 
All four assessments occurred in locations away from the 
training center and in a place typically visited by the 
trainees. The chart in table 1 depicts the groups' progres¬ 
sion during the experiment. 
Prior to the training, both groups had assessment con¬ 
versations with two different confederates at one month in¬ 
tervals. This was done to measure the trainees' baseline 
performance of the target skills and to determine the effect 
of attention. 
Both groups then completed a training program to im¬ 
prove their use of six target skills: eye contact, pos¬ 
ture, vocal tone, verbal attending, response time, and talk- 
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ing "tini©. The in center group learned the skills vis. the 
microcounseling format in the training center and then par¬ 
ticipated in a series of homework assignments. The in vivo 
group learned the skills via the microcounseling format in 
their everyday environment. Both groups also participated 
in relapse training (Marx, 1982) to help them maintain their 
use of the target skills after training. Marx (1982) reports 
that relapse training helps prevent the trainees from re¬ 
verting hack to their previous behavior patterns when they 
try to use their newly acquired skills in their everyday 
situations. Marx's method helps the trainees identify high- 
risk-of-failure situations and helps them develop a series 
of coping strategies. 
After the training, both groups had assessment con¬ 
versations with two different confederates at two month in¬ 
tervals. Both groups were assessed directly after training 
to determine if the training had changed their performance 
of the target skills. Both groups were assessed eight 
weeks after training to determine if the improvement in their 
use of the target skills had been maintained. Both groups' 
performance of the target skills was assessed by three 
groups of raters: two independent raters, the trainees 
clinicians, and the trainees. The two independent raters 
rated the trainees' performance of the target skills in the 
four assessment conversations. The clinicians rated the 
trainees’ performance of the target skills during their 
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everyday conversations. The trainees rated their perception 
of fhoir use of the target skills in their everyday conversa¬ 
tions. The trainees' sense of general well-being throughout 
the study was also measured by the clinicians and the trainees. 
Measures. The trainees' performance of eye contact, 
posture, vocal tone, and verbal attending was measured with 
the Attending Behavior Rating Scale (Ivey and Authier, 1978). 
The trainees' sense of general well-being was measured with 
the General Well-Being Scale (Dupuy, 1970). The trainees' 
total talking time and mean response time was also calculated 
with a stop watch. 
Prior to rating the trainees' assessment conversations, 
the two independent raters and the trainees' clinicians com¬ 
pleted a training session on how to rate attending behavior 
on the Attending Behavior Rating Scale. Both groups of 
raters had a rater reliability of at least .90 for the over¬ 
all scale and each of the four skills. 
When the three groups of raters rated the trainees' 
assessment conversations, the following rater reliabilities 
were obtained for the Attending Behavior Rating Scale (ABRS) 
and the General Well-Being Scale (GWBS). The independent 
raters' overall rater reliability on the ABRS was .96. They 
had a reliability of .98 for eye contact, .95 for posture, 
.98 for vocal tone, and .9^ for verbal attending behavior. 
The trainees' clinicians' overall rater reliability on the 
ABRS was .94. They had a reliability of .91 for eye contact, 
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.97 for posture, .96 for vocal tone, and .90 for verbal at¬ 
tending behavior. The clinicians' rater reliability on 
the GWBS was .97. 
The trainees' verall rater reliability on the ABRS 
was .86. They had a reliability of .86 for eye contact, 
.84 for posture, .88 for vocal tone, and .84 for verbal 
attending behavior. The trainees' rater reliability on 
the GWBS was .95. The trainees' rater reliability on the 
ABRS was lower than the other two groups of raters because 
they did not receive training on how to rate attending 
behavior. They did not receive this training so their 
baseline behavior in the first assessment would not be in¬ 
fluenced by the training. However, research by Ivey and 
Authier (1978) indicate that a rater reliability of .84 
on the ABRS is an acceptable level for research due to the 
subjective nature of the ABRS. 
Statistical analysis. A repeated measures analysis 
of variance design was used to analyze the data since mul¬ 
tiple observations were made of the trainees' behavior. 
This study used a level of significance of .05 to ascertain 
differences between means. When a significant F score was 
found, a multiple comparison between means was done using 
a multivariate Scheffe test. 
Results 
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The in vivo and in-center groups' mean scores on 
the target skills are depicted in table 2 and 3. Both 
groups' mean scores follow the same general trend: (1) per¬ 
formance of all skills increased after training, (2) eye 
contact and posture remained at the same level eight weeks 
after training, (3) performance of vocal tone, verbal 
attending, response time, and talking time had decreased 
eight weeks after training, (4) the in-center group's 
scores had a more pronounced decrease eight weeks after 
training then the in vivo group's scores, and (5) both 
group's scores on the target skills eight weeks after 
training were significantly higher than their scores before 
training. 
This experiment tested the hypothesis that trainees, 
who learned skills within a training center coupled with 
homework assignments (in-center group), would perform the 
skills differently than trainees, who learned the same 
skills within their everyday environment (in vivo group). 
The statistical analysis did not yield a significant dif¬ 
ference between the mean scores of the in-center group and 
the in vivo group. 
This experiment also tested the hypothesis that atten¬ 
tion derived from participating in this study did not in¬ 
fluence the trainees' performance of the target skills. The 
results indicate that the attention the trainees received 
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MEAN SCORES ON THE GENERAL WELL-BEING SCALE, 
RESPONSE TIME, AND TALKING TIME 
Measure 
First 
Assess¬ 
ment 
Second 
Assess¬ 
ment 
Third 
Assess¬ 
ment 
• 
Fourth 
Assess¬ 
ment 
General Well- 
Being Scale 
Clinicians 
In vivo group .. 71.4? 71.67 71.60 71.73 
In-center group. 71.07 71.07 71-33 71.40 
Trainees 
In vivo group .. 71.73 72.67 72.40 71.60 
In-center group. 71.20 72.07 71.93 71.87 
Response time 
(recorded in 
seconds) 
In vivo group .. 1.90 1.90 1.10 1.37 
In-center group. 1.85 1.84 1.07 1.81 
Talking time 
(recorded in 
seconds) 
In vivo group .. 179.67 192.40 215.60 207.73 
In-center group 180.93 192.87 216.33 187.13 
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did not influence their performance of eye contact, posture, 
vocal tone, verbal attending, and response time. The atten¬ 
tion did cause the trainees' talking time to increase sig- 
nificantly. 
This experiment also measured the change in the 
trainees' general well-being as a result of participating 
in the training sessions. The results indicate that the 
trainees' sense of general well-being did not change as a 
result of participating in this experiment. 
Discussion 
A review of the results indicate that adults, who are 
schizophrenic, can significantly improve their communication 
skills via training. They can improve their skills through 
training in either a training center coupled with homework 
assignments or through in vivo training. The results defin¬ 
itely reveal that adults, who are schizophrenic, can learn 
and profit from communication skills training. 
A more important issue than the trainees improving 
their communication skills is the trainees' generalization 
of the use of the skills from the training sessions into 
their everyday conversations. The results indicate that the 
two independent raters felt the trainees' performance of the 
target skills in the assessment conversation improved after 
training. More importantly, the trainees' clinicians felt 
the trainees' performance of the skills in their everyday con- 
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versation improved after training. Therefore, adults, who 
are schizophrenic, can learn to improve their communication 
in a training program and can successfully transfer 
the use of those skills into their everyday conversations. 
This study indicates that skill training for adults, 
who are schizophrenic, should not be limited to training 
programs within mental health clinics, training centers, or 
psychiatric hospitals. This experiment reveals that adults, 
who are schizophrenic, can learn to improve and maintain 
their communication skills within their everyday environment. 
The trainees successfully learned the communication skills 
in their everyday environment and, more importantly, main¬ 
tained their improved use of the skills longer than the 
trainees, who were taught in the training center. 
While the in vivo group maintained their improved 
use of the skills longer than the in-center group, all the 
trainees' scores on the target skills eight weeks after 
training were significantly higher than their scores before 
training. The application of relapse training (Marx, 1982) 
helped the trainees maintain their use of the target skills. 
Marx indicates that people tend to revert back to previously 
learned behavior patterns when confronted with high-risk, 
high-stress situations. He indicates that this process 
occurs even if the trainees have completed an intense training 
program. He believes that improvement in the target skills 
can be maintained if the trainees learn to identify high-risk 
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situations and learn new coping strategies to those situa¬ 
tions as part of their training program. 
This study also reveals that the length of time adults 
who are schizophrenic, talk in a conversation can be influ 
enced by the attention they receive while participating in 
the training program. In this study, attention significantly 
increased the trainees' talking time. This relationship be¬ 
tween attention and talking time indicates the importance of 
measuring the influence of attention when teaching communi¬ 
cation skills to adults, who are schizophrenic. 
This study indicates that adults, who are schizophre¬ 
nic can learn to improve their communication skills and can 
generalize and maintain their improvement. However, this 
study has limitations inherent within its methodology that 
limit the generalization of the results. The sample used in 
this study consisted of male and female adults, who are schi¬ 
zophrenic, live in a city or twon in western Massachusetts, 
volunteered to participate in this study, and received psy¬ 
chiatric medication and psychotherapy while engaged in this 
study. Therefore, the results can only be generalized to 
other persons with the same parameters as the sample in this 
study. However, the results can be used as implications for 
further research with other populations. 
This study attempted to shed light on the disagree¬ 
ment in the literature concerning where generalization should 
occur. One group of researchers advocates training in a 
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training center coupled with generalization training after 
mastery of the skills. Another group advocates training 
directly in the trainees’ everyday environment. This study 
did not resolve this disagreement. However, it did reveal 
important findings. First, both training approaches im¬ 
proved the trainees' use of the target skills. Second, both 
approaches led to the generalization of the use of the skills 
into the trainees’ everyday situations. Third, both ap¬ 
proaches helped maintain the groups' use of the target 
skills eight weeks after training. 
The results of this study are consistent with the 
existing literature. The results agree with Ivey and Au- 
thier (1978) that people, who are schizophrenic, can learn 
skills via the microcounseling format in a training center 
coupled with homework assignments. The results are also con¬ 
sistent with research by Barnard, et. al. (1977) and Wolfe, 
et. al. (1981) that people can learn skills through in vivo 
training. The results concur with Bandura's (1969) state¬ 
ment that careful planning for the generalization of the 
skill promotes the probability that the skill will be trans¬ 
ferred from the training program into the trainees' every¬ 
day situations. The results also concur with Marx's (1982) 
statement that relapse training helps the trainees main¬ 
tain the use of their newly acquired skill in their every¬ 
day environment. 
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The similiarity in scores between the in vivo group 
and the in-cente-r group may be the result of the similar¬ 
ity between the two training approaches. It may be possible 
that in vivo training with instruction from the instructor 
has the same teaching effect as mastery in a training cen¬ 
ter coupled with practicing the skill in vivo without an 
instructor (homework assignments). The results of this 
study support this hypothesis. 
The relationship between in vivo training with 
instruction and mastery coupled with in vivo training 
without instruction could be investigated with a research 
study using four treatment groups. The first group would 
receive training only at the training center. The second 
group would receive training in the training center coup¬ 
led with in vivo training without instruction (homework 
assignment). The third group would receive only in vivo 
training with individual instruction. The fourth group 
would receive training in the training center coupled 
with in vivo training with individual instruction. A 
comparison of each group's scores on the assessments 
should more clearly define this relationship. 
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I am performing a research study as part of my 
doctoral program at the University of Massachusetts. I am 
interested in learning how the location where a person 
learns a behavior influences the execution of that behavior. 
I am interested in studying how learning to maintain 
relaxed posture, eye contact, tone of voice, and following 
the topic of conversation are influenced by the setting 
where they are learned: in a training center versus training 
in everyday situations. 
I am asking you to volunteer to participate in my 
study. If you decide to participate and later decide you no 
longer wish to participate, you may withdraw from my study. 
You are free to withdraw from my study at any time. 
My study will consist of teaching you to demonstrate 
four behaviors you can use while you are talking to others. 
You will learn to use relaxed posturing, eye contact, tone 
of voice, and following the topic of conversation. We will 
meet as many times as necessary for you to learn these four 
behaviors. You will also need to meet with me eight weeks 
after you have learned these four behaviors since my study 
also measures the influence of the learning situation over a 
two month period of time. 
During this study, you will have conversations with 
four different persons. Two of your conversations will be 
videotaped and two of your conversations will be recorded 
with an audiotape recorder. These videotaped and audiotaped 
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conversations will be used to measure the change in your 
behavior. They will be rated by two persons who do not 
know you. Your name will not be given to either of the 
raters. All videotapes and audiotapes of your conversations 
will be erased once they have been rated by both of 
the raters. 
You will also be asked to rate yourself on how well 
you believe you are able to use these four behaviors when 
talking to other people 0 You will be asked to rate yourself 
on how you feel about your life in general while this 
experiment is being performed. Since my study is also 
interested in how you perform these four behaviors in 
everyday situations, I will ask the clinician, with whom 
you have regular contact, to rate your performance of 
these four behaviors and your general well-being during 
this experiment. 
If you consent to participate in my study, the 
results of your conversations will be used as part of my 
dissertation at the University of Massachusetts at Amherst. 
The contents may also be used in subsequent publications. 
Your name will remain confidential and anonymous in all 
papers, publications, and conversations with my dissertation 
committee. 
I will make every reasonable effort to see that 
participation in this study will not pose a physical risk 
or financial cost to you. 
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You may withdraw from participating in my study at 
any time. If you decide to withdraw from my study, your 
decision to withdraw will not cause any risk, cost, or 
penalty to you. 
After my experiment is concluded, I will mail you an 
abstract of the results of this study. I will also be 
available to meet with you to answer any of your questions 
about the outcome of this study. 
If you have any questions regarding the nature of 
this study and/or the content of this permission form, 
please ask me. 
I have read and understand the content of this 
permission form and agree to participate in this study. 
Signed ( Participant ): _ 
Date Signed:  
Signed ( Researcher )i _ 
Date Signed:  
You will be provided with a copy of this permission 
form. 
Thank you for participating in my study. 
William L. Hunter 
19 Hannum Brook Drive 
Easthampton, MA 01027 
Doctoral student at 
School of Education 
University of Massachusett 
Amherst, MA 01003 
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Attending Behavior Rating Scale 
adapted by Rollin and Ivey 
( Ivey and Authier, 1978 ) 
Eye Contact 
- 1# Inattentive, loses eye contact frequently, 
avoids eye contact, may stare inappropriately 
- 2. Avoids prolonged eye contact, uncertain as 
to attentiveness, may break eye contact 
consistently on certain topics or stare 
on occasion 
_ 3* Somewhat attentive, does not vary eye 
contact consistently 
_ 4. Consistent eye contact, generally appropriate 
_ 5* Observes closely, varies use of eye contact, 
always attentive 
Posture 
_ 1. Tense, unnatural, uncomfortable, may fidget 
excessively 
_ 2. Too relaxed, sloppy, somewhat tense or rigid, 
slightly nervous, some inappropriate gestures 
_ 3. Comfortable generally, but may appear too tense 
or too relaxed, may show a lack of variation 
and few gestures 
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- 4. Comfortable, attentive, appropriate gestures 
- 5. Natural, comfortable, attentive, variation 
in body movements and gestures 
Vocal Tone 
- 1. Irritating, shrill, distracting, inappropriate 
affect as reflected in voice modulation, extremely 
slow or rapid speech rate, may also be 
represented by a complete monotone 
_ 2. Some hesitancy, uncertainness, monotonic or 
unexpected tonal variety, inappropriate 
affect may be shown 
_ 3« Relatively little change in tonal quality, 
surface affect primarily 
_ 4. Pleasant and clear, some variation in vocal tone 
_ 5. Articulate, considerable variation in tone and 
feeling, appropriate affect as reflected in 
voice modulation 
Verbal Attending Behavior 
_ 1, Changes topic abruptly and frequently, interrupts 
other person, may talk about self and own ideas 
to the exclusion of the other person 
_ 2. Frequent topic changes or focus on irrelevant 
material, may make noncontributory statements 
or questions, allows sidetracking 
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3. Generally stays on topic, but may miss important 
data and allows some sidetracking, neglects 
to explore important information 
4. Stays on topic consistently, does not introduce 
data from own experiences unless clearly 
relevant to the conversation 
5. Not only stays on the topic, but helps the 
other person explore the topic, may use personal 
experiences to explore or clarify the topic 
APPENDIX C 
General Well-Being Scale 
General Well-Being Scale 
( Dupuy, 1978 ) 
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This section contains questions about how you feel 
and how things have been going with you. For each question, 
please mark the answer that best applies to you. 
1. How have you been feeling in general during the past month? 
_ 1. In excellent spirits 
_ 2. In very good spirits 
_ 3- In good spirits mostly 
_ 4, I have been up and down in spirits a lot 
_ 5. In low spirits mostly 
_ 6. In very low spirits 
2. Have you been bothered by nervousness or your " nerves " 
during the past month? 
_ 1. Extremely, to the point where I could not work 
or take care of things 
_ 20 Very much so 
_ 3, Quite a bit 
_ 4. Some, enough to bother me 
_ 5. A little 
6o Not at all 
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3. Have you been in firm control of your behavior, thoughts, 
emotions, or feelings during the past month? 
_ lo Yes, definitely 
- 2. Yes, for the most part 
__ 3. Generally so 
_ 4„ Not too well 
- 5o No, and I am somewhat disturbed 
_ No, and I am very disturbed 
40 Have you felt so sad, discouraged, hopeless, or had so 
many problems that you wondered if anything was worthwhile 
during the past month? 
_ 1• Extremely, to the point that I have just given up 
_ 20 Very much so 
_ 3. Quite a bit 
_ 4. Some, enough to bother me 
_ 5. A little bit 
_ 60 Not at all 
5o Have you been under or felt you were under any strain, 
stress, or pressure during the past month? 
_ 1. Yes, almost more than I could bear or stand 
_ 2. Yes, quite a bit of pressure 
_ 3» Yes, some more than usual 
_ 40 Yes, some about the usual 
_ 5. Yes, a little 
6. Not at all 
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6. How happy, satisfied, or pleased have you been with your 
personal life.during the past month? 
- 1• Extremely happy 
- 20 Very happy 
—_ 3. Fairly happy 
- 4, Satisfied, pleased 
-- 5o Somewhat dissatisfied 
_ Very dissatisfied 
7. Have you any reason to wonder if you were losing your 
mind, or losing control over the way you act, talk, think, 
feel, or remember during the past month? 
_ 1. Not at all 
_ 2. Only a little 
_ 3. Some, but not enough to be concerned 
_ 4o Some and I have been a little concerned 
_ 5o Some and I am quite concerned 
_ 60 Yes, very much so and I am very concerned 
8. Have you been anxious, worried, or upset during the past 
month? 
_ 1® Extremely, to the point of being sick or almost sick 
_ 20 Very much so 
_ 3° Quite a bit 
_ 4. Some, enough to bother me 
_ 5. A little bit 
_ 6. Not at all 
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9. Have you been waking up fresh and rested during the 
past month? 
_ lo Every day 
_ 2. Most every day 
_ 3» Fairly often 
_ 4. Less than half the time 
_ 5« Rarely 
_ 6. None of the time 
10. Have you been bothered by any illness, bodily disorder, 
pains, or fears about your health during the past month? 
_ 1. All the time 
_ 2. Most of the time 
_ 3. A good bit of the time 
_ 4. Some of the time 
_ 5. A little of the time 
_ 6. None of the time 
11. Has your daily life been full of things that were 
interesting to you during the past month? 
_ 1. All the time 
_ 2» Most of the time 
_ 3„ A good bit of the time 
_ 4. Some of the time 
_ 5. A little of the time 
6. None of the time 
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12. Have you felt down-hearted or blue during the past month? 
_ 1. All of the time 
_ 2. Most of the time 
_ 3o A good bit of the time 
_ 40 Some of the time 
_ 5. A little of the time 
_ 60 None of the time 
13. Have you been feeling emotionally stable and sure of 
yourself during the past month? 
_ 1, All of the time 
_ 20 Most of the time 
_ 3. A good bit of the time 
_ 4. Some of the time 
_ 5. A little of the time 
_ 6. None of the time 
14. Have you felt tired, worn out, used-up, or exhausted 
during the past month? 
_ 1. All of the time 
_ 2. Most of the time 
_ 3. A good bit of the time 
_ 4. Some of the time 
_ 5, A little of the time 
6. None of the time 
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For each of the four scales below, note that the 
words at each end of the 0-to-10 scale describe opposite 
feelings. Circle any number along the bar that seems 
closest to how you have generally felt during the past month. 
15o How concerned or worried about your health have you 
been during the past month? 
12345 
1_1 1 1 1 . 
6 7 8 9 10 
1 1 1 l | 
Not concerned Very 
at all concerned 
How relaxed or tense have you been during the past month 
12 3 4 5 
1 1 1 1 1 
6 7 8 9 10 
1 1 1 1 1 
Very Very 
relaxed tense 
How much energy, pep,or vitality have you felt 
during the past month? 
1 2 3 4 5 
1 1 1 1 1 
6 7 8 9 10 
1 1 1 1 1 
No energy Very 
at all energetic 
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18° How depressed or cheerful have you been during 
the past month? 
1 2 3 4 5 6 7 
1—1 I I_L. I l 
Very 
depressed 
8 9 10 
i i i 
Very 
cheerful 
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If you are using good attending skills, you would 
be doing the foil-owing: 
Eye Contact 
You are looking at the face of the person to 
whom you are speaking. 
Relaxed Posture 
You are seated or standing in a position in which 
you appear relaxed. You should be leaning slightly 
forward in the direction of the person to whom you 
are speaking. Leaning toward the person shows the other 
person you are paying attention to him or her. 
Vocal Tone 
Your speech is clear and you speak at a rate so 
that the other person can easily understand what you are 
saying. You vary the tone and pitch of your voice as you talk. 
Verbal Attending 
You speak comments that directly follow from the 
statement spoken by the other person or you speak comments 
that are directly related to the topic being discussed. 
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Attending Behavior Rating Scale: Trainees' Form 
adapted from research by Rollin and Ivey 
( Ivey and Authier, 1978 ) 
I would like you to make a check mark beside the 
phrase that best describes how you currently use each of 
these four behaviors while you talk to another person. 
Eye Contact 
_ I avoid all eye contact, I may look at the person 
for a few seconds and then look away 
_ 2. I avoid prolonged eye contact, I may look at the 
person awhile, but will look away most of the 
time I speak or when certain topics are discussed 
_ 3* I usually maintain eye contact, but will look away 
from the person I am talking to a few times 
during our conversation 
_ 4. I maintain eye contact throughout the entire 
conversation 
_ 5* I maintain eye contact throughout the entire 
conversation and watch closely what the other 
person is doing 
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Posture 
- lo I am very tense, uncomfortable, and I fidget a lot 
- 20 I am nervous and sit or stand in a rigid manner or 
pertend I am calm by sitting or standing in a 
sloppy awkward position 
- 3» I am generally comfortable, but I sometimes sit 
or stand in a rigid or awkward position 
_ 1 sit or stand in a comfortable position all 
of the time 
_ 5* I sit or stand in a comfortable position that shows 
I am paying close attention to the other person 
Vocal Tone 
_ 1. I speak in a shrill voice that does not change 
during the conversation 
_ 2. I tend to hesitate when I talk or I speak both 
loud and soft in the same sentence 
_ 3. I tend to talk in a monotone that varies little 
during the conversation 
_ 4. I speak clearly and loud enough to be easily 
heard by the other person and I put some feeling 
into what I am saying 
_ 5. I speak clearly and loud enough to be easily heard 
by the other person and I put a lot of feeling 
into what I am saying 
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Verbal Attending Behavior 
- 1 • I change, the topic often and suddenly or I interrupt 
the other person to talk about myself or my ideas 
- 20 I often change the topic of conversation or I 
keep talking about something that does not 
match the topic of conversation 
_ 3» I usually stay on the topic of conversation, but 
I sometimes get sidetracked 
_ 40 I stay on the topic of conversation all the time 
and I do not talk about myself or my ideas unless 
they match the topic of conversation 
_ 5o I stay on the topic of conversation all the time 
and I help the other person explore the topic 
more closely by asking questions that examine 
the topic of conversation 
APPENDIX F 
Data Obtained During The Four Assessments 
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First Independent Rater's Ratings On The 
Attending Behavior Rating Scale 
Assessment 
Trainee 
1 2 3 4 
E*P*t*A* E*P*T*A* E*p*t*A* e*p*t*a* 
1 2 12 2 2 12 2 4443 4433 
ft 2 2 12 2 2 2 2 2 4 4 4 4 4433 
3 
o 3 2 2 2 1 2 2 2 1 4 4 4 3 4433 
U 4 2 2 2 2 2 3 2 2 4 4 3 3 4443 
5 3 3 4 3 3 3^3 4 4 4 3 4423 
o 6 12 2 2 12 2 2 4 4 4 3 3332 
> 7 2 12 1 2 2 2 2 3 4 3 4 3 4 2 2 
•H 
> 8 2 3 2 1 2 3 2 1 4 4 4 4 4 4 4 3 
c 9 2 3 2 2 2 3 2 2 4 4 4 4 4 4 3 3 
M 10 12 2 2 12 2 2 4 4 4 4 4 4 3 2 
11 2 13 2 2 13 2 4 4 3 4 4 4 3 2 
12 2 2 2 2 2 2 2 2 4 4 4 3 4 4 2 2 
13 13 2 2 13 2 2 4 4 4 4 4 4 3 3 
14 2 3 4 1 2 3 4 1 4 4 4 3 4 4 3 3 
15 2 2 2 2 2 2 2 2 4 4 4 3 4 4 3 3 
16 2 2 2 2 2 2 2 3 4444 4 4 2 2 
17 2 12 2 2 12 2 4 4 4 4 4 4 2 2 
& 18 112 1 112 1 4 4 4 4 4 4 3 3 P 
o 19 2 2 3 2 2 2 2 2 4 4 4 3 4 4 2 2 U 20 2 2 2 2 2 2 2 2 4 4 4 4 4 4 3 2 
21 2 2 2 2 2 2 2 2 3 4 4 4 4 4 2 2 
u 22 2 2 2 2 2 2 2 2 4 3 4 3 3 4 2 1 
0) 
-P 23 3 2 2 2 2 2 2 2 4 4 3 3 4 4 2 2 
£ 24 2 2 4 3 2 2 4 3 4 4 4 3 4 4 2 2 
a) 
o 25 2 2 2 1 2 2 2 1 4 4 4 3 4 4 2 2 1 
rj 26 2 13 2 2 13 2 3 4 4 3 3 4 12 
H 27 2 2 2 1 2 2 2 1 4 4 3 4 4 4 2 2 
28 2 2 2 2 2 2 3 1 4 4 4 4 4 4 12 
29 12 2 2 13 2 2 4 4 4 4 4 4 3 2 
30 2 12 2 2 12 2 4 4 3 3 4 4 12 
E*= Eye contact; P* = Posture; T* = Vocal tone; A*- Verbal 
Second Independent Rater's Ratings On The 
Attending Behavior Rating Scale 
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Trainee 
Assessment 
1 2 3 4 
E*P*T*A* E*p*t*A* E*p*T*A* E*p*T*A* 
1 2 12 2 2 12 2 4443 4332 
2 2 2 2 2 2 12 2 4 4 4 4 4432 
3 2 2 2 1 2 2 2 1 4 4 4 3 4342 
§< 4 2 3 2 2 2 3 2 2 3 4 4 4 3433 
2 3 4 3 3 3 4 3 4 4 4 3 4 4 2 3 
S 6 12 3 2 12 2 2 4 4 4 3 4 4 4 3 
7 2 12 1 2 2 2 2 3334 4 4 2 2 
2 8 2 3 2 1 2 3 2 1 4 4 4 4 3 3 3 2 
•H 9 2 3 2 2 2 3 2 2 4 4 4 3 4 3 3 2 
> 10 12 2 2 12 2 2 4 4 4 4 4 4 3 2 
£ 11 2 13 2 2 13 2 4 4 3 3 3 3 3 2 
! M 12 2 2 2 2 2 2 2 2 4 4 4 3 4 4 2 2 
13 13 2 2 13 2 2 4 4 4 4 4 4 3 2 
14 2 3 4 1 2 3 4 1 4 4 4 3 4 4 3 3 
15 2 2 2 2 2 2 2 2 4 4 4 3 4 4 2 3 
16 2 2 2 3 2 2 2 3 4 4 4 3 4 4 2 2 
17 2 12 2 2 12 2 4 4 4 4 4 4 2 2 
ft 18 112 1 112 1 4 4 4 3 3 3 3 3 
o 19 2 2 2 2 2 2 2 2 4 4 4 3 4 4 2 2 
u 20 2 2 2 2 2 2 2 2 4 4 3 4 3 3 2 2 
° 21 2 2 2 2 2 2 2 2 3 4 4 4 3 4 12 
. 22 2 2 2 2 2 2 2 2 4333 4 4 2 2 
<d 23 2 2 2 2 2 2 2 2 4 4 4 3 4 4 2 2 
■g 24 2 2 4 3 2 2 4 3 4 4 4 3 3 3 11 
® 25 12 2 1 2 2 2 1 4 4 4 3 4 4 2 2 o < 
i 26 2 13 2 2 13 2 3 4 4 3 4 4 2 1 C 
m 27 2 2 2 1 2 2 2 1 4 4 3 4 4 4 2 1 
28 2 2 2 1 2 2 3 1 4 4 4 3 3 4 2 2 
29 13 2 2 13 2 2 4 4 4 4 4 4 3 2 
30 2 12 2 2 12 2 4 4 4 3 3 4 12 
E*= Eye contact; P*= Posture; T*- Vocal tone; A* Verbal 
Clinicians' Ratings On The Attending 
Behavior Rating Scale 
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Trainee 
Assessment 
1 2 3 4 
E*P*T*A* E*p*T*A* p*p E*p*T*A* 
1 2 12 2 2 12 2 4 4 4 3 4 4 3 3 
2 2 12 2 2 12 2 4 4 4 4 4 4 3 2 
O. 3 2 2 2 1 2 2 2 1 4 4 4 3 3 4 2 3 
3 4 2 2 2 2 2 2 2 2 3 4 4 3 4 4 2 2 
o 
U 5 3 3 3 3 3 3 3 3 4 4 4 3 4 3 3 2 
O 6 12 2 2 12 2 2 3 4 4 4 3 3 4 4 
7 2 12 1 2 12 2 4 3 4 3 4 4 4 2 
o 
> 8 2 3 2 2 2 3 2 2 4 4 4 4 3 3 4 4 
•H 9 2 3 2 2 2 3 2 2 4 4 4 4 4 4 3 2 p> 10 12 2 2 12 2 2 4 4 3 4 3 4 4 3 
1 G 
\—\ 11 2 2 2 2 2 3 2 2 4 4 3 3 4 3 2 2 
12 2 2 2 2 2 2 2 2 4 4 4 4 4 4 3 3 
13 13 2 2 13 2 2 4 4 4 3 4333 
14 2 3 4 1 2 3 3 1 4 4 4 3 3 4 4 3 
15 2 2 2 2 2 2 2 2 4 3 4 3 4333 
16 2 2 3 3 2 2 3 3 4 4 4 3 4 4 3 2 
17 2 12 2 2 12 2 4 4 4 3 4 3 2 3 
18 12 11 12 12 4 4 4 3 4 4 2 1 
& 19 2 2 3 2 2 2 3 2 4 3 4 4 4333 
o 
c, 20 2 2 2 2 2 2 2 2 4 4 4 3 3343 
o 21 2 2 2 2 2 2 2 2 3 4 4 4 4 4 2 2 
22 2 2 2 2 2 2 2 2 3 4 4 3 4 4 2 1 
u 23 2 2 3 3 2 2 3 3 4 4 4 3 3 3 4 2 vD 
-p 24 2 2 2 2 2 2 2 2 4 4 4 4 3 4 2 4 
c 
CD 25 12 2 1 12 2 1 4 4 4 4 4 4 2 2 
o 26 2 13 2 2 13 2 4 3 4 3 4 4 3 2 ! 1 
c 27 2 2 2 1 2 2 2 1 4 4 4 3 4 4 12 
M 28 2 2 2 1 12 2 1 4 4 4 4 3 3 3 2 
29 12 2 2 12 2 2 4 4 4 4 4 3 2 2 
30 2 12 2 2 12 2 4 4 4 3 3 4 2 1 
E*= Eye contact! P*= Posture: T*= Vocal tone; A*= Verbal^ 
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Trainees' Ratings On The Attending 
Behavior Rating Scale 
Trainee 
Assessment 
1 2 3 4 
E*p*t*A* E*p*T*A* E*p*t*A* E*p*T*A* 
1 3 3 4 3 3 3 3 3 4 4 4 4 3 4 2 2 
2 4 3 3 2 4 3 3 3 4 4 4 4 3 4 2 1 
p, 3 3 3 4 3 3343 4 4 4 3 3 4 2 2 p 4 3 4 4 3 4 5 4 3 4 4 4 4 3 4 3 2 
£ 5 4 4 4 3 4 4 4 3 4 4 4 3 2 4 2 2 
^ 6 3 4 4 3 3 4 4 3 4 4 3 3 3 4 12 
0 7 4 3^3 4 3 4 3 3455 4 4 3 2 
> 8 4 3^3 4 3 4 3 4 4 4 4 2 4 3 2 
t 9 3 3 4 4 3 3 4 3 4 4 4 4 4 4 3 2 
10 3343 3 3 3 3 4 4 4 4 2 3 2 2 
H U 3 4 3 3 4 4 3 3 4 4 4 4 3 4 2 1 
12 3343 3 3 3 3 4 4 4 3 2 4 3 3 
13 3343 3 3 3 3 4 4 4 4 2 4 2 2 
14 3 3 3 3 3433 3 4 4 3 2 4 2 1 
15 3 3 3 3 3 3 3 3 4 4 4 4 3 4 2 3 
16 3 4 4 3 4 3 4 3 4 4 4 4 3 4 4 4 
17 3433 3433 4 4 4 3 3 4 5 4 
18 4 4 4 3 4 4 4 3 4444 4 4 3 3 
Q 19 4 4 4 3 4 3 4 3 4454 3 4 3 2 
p 20 3 3 3 3 3 3 3 3 4 4 4 4 3 4 2 2 
° 21 5 5 5 4 5554 3 4 4 4 4 4 2 2 
22 4 4 3 3 4 4 3 3 4 4 5 4 3433 
23 3 3 3 3 3 3 3 3 4 4 4 4 4 4 2 2 
24 3 4 4 3 3334 4 4 3 3 3421 
-p 25 4 3 4 3 4 3 4 3 4 4 4 4 4 4 2 2 
<5 26 3 3 3 3 4333 4333 4 3 11 
V 27 4333 4333 4 4 4 3 3 4 3 2 
C 28 3 3 4 3 3 3 3 3 4 4 4 4 3 4 3 2 
M 29 4 3 4 3 4 3 4 3 4 4 4 4 3 4 4 3 
30 3 4 4 3 4 4 4 3 4 4 4 3 3 4 2 2 
E*= Eye contact; P*= Posture; T*= Vocal tone; A*= Verbal. 
° attending 
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Clinicians' Ratings On The General 
Well-Being Scale 
Trainees' Ratings On The General 
Well-Being Scale 
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Trainee 
Assessment 
1 2 3 4 
1 72 73 73 70 
ft 
3 2 70 70 71 72 
0 3 77 77 76 73 £ 4 73 74 74 72 
5 75 75 75 75 
O 6 70 72 73 74 
> 
•H 7 71 7 4 74 71 
> 8 67 68 65 68 
c 9 72 73 75 73 
M 10 79 80 80 80 
11 58 60 62 60 
12 76 76 75 73 
13 67 65 65 65 
14 73 75 70 72 
15 76 78 78 76 
16 68 70 71 70 
ft 
3 
17 71 68 68 73 
18 77 77 75 74 
O 19 73 75 75 74 
20 70 72 70 71 
21 72 73 7 6 75 
U 22 64 64 65 69 
-P 23 71 71 70 69 £ 
CD 24 69 73 73 71 
O 25 81 80 80 81 
£ 26 73 73 75 75 
M 27 62 66 62 60 
28 77 77 75 75 
29 71 72 72 70 
30 69 70 72 72 
Trainees' Mean Response Time 
Recorded In Seconds 
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Trainee 
Assessment 
1 2 
3 1 4 
1 1.85 1.85 1.20 1.50 
2 2.10 2.05 1.00 1.00 
ft 3 1.90 1.90 1.00 1.50 
3 
o 
4 1.75 1.75 1.00 1.20 
u 5 1.85 1.80 1.20 1.50 
O 6 1.80 1.80 1.00 1.00 
o 7 2.10 2.10 1.50 2.00 
> 8 1.80 1.85 1.10 1.50 
•H 
> 9 1.80 1.80 • 75 1.00 
r* 10 2.05 2.10 1.50 1.50 
M 11 1.90 1.90 .80 1.00 
12 1.65 1.65 .50 1.00 
13 1.90 1.90 1.40 1.80 
14 2.10 2.00 1.00 1.50 
15 1.95 2.00 1.50 1.50 
16 1.95 1.85 1.00 2.00 
17 2.00 2.00 1.50 2.00 
ft 18 2.05 2.00 1.00 1.80 3 19 1.75 1.75 lo50 2.20 
20 1.80 1.80 1.20 1.80 
21 1.85 1.80 1.00 2.00 
22 1.95 2.00 1.00 1.50 S-I 
0 23 1.95 1.95 .75 1.50 
-p 
c 24 1.75 1.75 1.00 1.80 
0 25 1.70 1.70 1.00 1.80 o 
i 26 1.80 1.85 1.30 2.00 
! G 1—1 27 1.75 1.75 .75 1.20 
28 1.95 1.90 1.00 2.00 
29 1.80 1.80 1.50 2.50 
30 1.70 1.65 .50 1.00 
Trainees' Total Talking Time 
Recorded In Seconds 
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APPENDIX G 
Analysis of Variance : 
Repeated Measures Analysis 
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Repeated Measures Analysis 
Source SS df MS F 
ATTENDING BEHAVIOR 
RATING SCALE 
Independent raters 
Eye contact 
Group . 
Within cells 
.002 1 .002 
.009 
error term . 6.258 28 .224 
Assessment . 
Within cells 
115.206 3 38.402 458.100* ** *** 
error term . 7.042 84 .084 
Group x Assessment . 
Within cells 
.189 3 .063 .754 
error term . 7.042 84 .084 
Posture 
Group . 
Within cells 
1.408 1 1.408 3.97 
error term . 9.933 28 .355 
* = p <.05 
** = p< .01 
*** = p< .001 
197 
Repeated Measures Analysis ( con't ) 
Source SS df MS F 
Assessment . 
Within cells 
112.550 3 37.517 222.976*** 
error term . 14.133 84 
.168 
Group x Assessment . 
Within cells 
1.942 3 .647 3.847* 
error term . 14.133 84 .168 
Vocal tone 
Group . 2.133 1 2.133 4.43* 
Within cells 
error term . 13.483 28 .482 
Assessment . 48.850 3 24.817 55-166*** 
Within cells 
error term . 24.817 84 .29 5 
Group x Assessment . 4.083 3 1.361 4.610** 
Within cells 
error term . 24.817 84 .295 
* = P<.0 5 
** = p< .01 
*** = p <.001 
198 
Repeated Measures Analysis ( con't ) 
* = p < .05 
** = p <.01 
*** = p <.001 
199 
Repeated Measures Analysis ( con't) 
Source SS df MS F 
Assessment . 
Within cells 
114.692 3 38.231 238.468*** 
error term . 13.467 84 .160 
Group x Assessment . 
.092 3 .031 
.191 
Within cells 
error term . 13.467 84 .160 
Posture 
Group . 1.008 1 1.008 2.289 
Within cells 
error term . 12.333 28 .440 
Assessment . 92.958 3 30.986 135.095**-* 
Within cells 
error term . 19.267 84 .229 
Group x Assessment . 1.025 3 .342 1.489 
Within cells 
error term . 19.267 84 .229 
* = p <1.05 
** = p < . 01 
*** = p < .001 
200 
Repeated Measures Analysis ( con't ) 
Source SS df MS F 
Vocal tone 
Group . 
.408 1 .408 .662 
Within cells 
error term . 17.267 28 
.617 
Assessment . 61.292 3 20.431 101.749*** 
Within cells 
error term . 16.867 84 .201 
Group x Assessment . 3.092 3 1.031 5.132* ** 
Within cells 
error term . 16.867 84 .201 
Verbal attending 
Group . .533 1 .533 1.057 
within cells 
error term . 14.133 28 .505 
Assessment . 47.100 3 15.700 48.485**' 
Within cells 
error term . 27.200 84 .324 
* = p <( . 05 
** = p< . 01 
*** = p<[ . 001 
Repeated Measures Analysis ( con't ) 
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Source SS df MS F 
Group x Assessment . 
Within cells 
2.200 3 
.733 2.265 
error term . 
Trainees 
27.200 84 
.324 
Eye contact 
Group . 
Within cells 
3.008 1 3.008 8.285* ** 
error term . 10.167 28 
.363 
Assessment . 
Within cells 
11.692 3 3.897 16.396*** 
error term . 19.967 84 .238 
Group x Assessment . 
Within cells 
1.092 3 .364 1.531 
error term . 19.967 84 .238 
Posture 
Group . .133 1 .133 .329 
* = p < .05 
** = p < .01 
*** = p< .001 
Repeated Measures Analysis ( con't ) 
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Source SS df MS F 
Within cells 
error term . 11.333 28 .405 
Assessment . 8.567 3 2.856 21.417*** 
Within cells 
error term . 11.200 84 
.133 
Group x Assessment . .734 3 .244 1.833 
Within cells 
error term . 11.200 84 
.133 
Vocal tone 
Group . 
.533 1 .533 .857 
Within cells 
error term . 17.433 28 .623 
Assessment . 38.200 3 12.733 41.086* **< 
Within cells 
error term . 26.033 84 .310 
Group x Assessment . 1.267 3 .422 1.362 
Within cells 
error term . 26.033 84 .310 
* = p <.05 
** = p< .01 
*** = p< .001 
Repeated Measures Analysis ( con't ) 
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Source SS df MS F 
Verbal attending 
Group . 
Within cells 
• 533 1 • 533 1.792 
error term . 8.333 28 .298 
Assessment . 
Within cells 
37.133 3 12.378 54.723*** 
error term . 19.000 84 .226 
Group x Assessment . 
Within cells 
.867 3 .289 1.278 
error term . 
GENERAL WELL-BEING 
SCALE 
Clinicians 
19.000 84 .226 
Group . 
Within cells 
4.800 1 4.800 
00
 
O
 
error term . 
* = p < .05 
2330.867 28 83.245 
** = p< .01 
*** = p< .001 
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Repeated Measures Analysis ( con't ) 
Source SS df MS F 
Assessment . 
Within cells 
1.500 3 .500 
.293 
error term . 143.533 84 1.709 
Group x Assessment . 
.467 3 .156 .091 
Within cells 
error term . 143.533 84 1.709 
Trainees 
Group . 3.330 1 3.330 
.039 
Within cells 
error term . 2399.633 28 85.701 
Assessment . 15.000 3 5.000 2.416 
Within cells 
error term . 173.833 84 2.069 
Group x Assessment . 3.667 3 1.222 .591 
Within cells 
error term . 173.833 84 2.069 
* = p < .05 
** = p< .01 
*** = p < .001 
Repeated Measures Analysis ( con't ) 
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Source SS df MS F 
RESPONSE TIME 
Group . 
.169 1 
.169 1.220 
Within cells 
error term . 3.872 28 00
 
Assessment ......... 12.467 3 4.156 122.858* ** *** 
Within cells 
error term . 2.841 84 .034 
Group x Assessment . 1.336 3 .445 13.164*** 
Within cells 
error term . 2.841 84 .034 
TALKING TIME 
Group . 616.533 1 616.533 1.329 
Within cells 
error term . 12991.633 28 463.987 
Assessment . 19715.56? 3 6571.856 286.986*** 
Within celss 
error term . 1923.567 84 22.900 
* = p <.05 
** = p < .01 
*** = p< .001 
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Repeated Measures Analysis ( con't ) 
Source SS df MS F 
Group x Assessment . 2583.867 3 861.289 37.612* ** *** 
Within cells 
error term . 1923.567 84 22.900 
* = p <.05 
** = p <.01 
*** = p< .001 
APPENDIX H 
Analysis of Variance : 
Multiple Comparison Analysis 
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Multiple Comparison Analysis 
Source Ninety-Five 
Confidence 
ATTENDING BEHAVIOR 
RATING SCALE 
Per Cent 
Interval 
Independent raters 
Eye contact 
Assessment #1 versus 
Asse ssment #2 
( A1 vs. A2 ) . -.036 to 
.069 
A2 vs. A3 . 
-2.327 to 
-1.707* 
A3 vs. A4  
-.077 to .277 
A1 vs. A4 . 
-2.326 to 
-1.707* 
Posture 
A1 vs. A2 . 
-.387 to .121 
A2 vs. A3 . -2.282 to -1.558* 
A3 vs. A4  -.089 to .289 
A1 vs. A4 . -2.272 to -1.562* 
Vocal tone 
A1 vs. A2 . -.148 to .148 
A2 vs. A3 . -1.930 to -1.070* 
A3 vs. A 4  1.002 to 1.732* 
A1 vs. A4 . -1.747 to -.887* 
*= P <.05 
209 
Multiple Comparison Analysis ( con't ) 
*= p <.05 
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Multiple Comparison Analysis ( con't ) 
Source Ninety-Five Per Cent 
Confidence Interval 
ATTENDING BEHAVIOR 
RATING SCALE 
Clinicians 
Vocal tone 
A1 vs. A2 . 
-.072 to .138 
A2 vs. A3  
-2.060 to -1.473* 
A3 vs. A4 . 
.665 to 1.602* 
A1 vs. A4  
-2.062 to -1.478* 
Verbal attending 
A1 vs. A2 . 
-.215 to .081 
A2 vs. A3 . 
-1.953 to -1.407* 
A3 vs. A4  
.532 to 1.468* 
A1 vs. A4 . 
-1.952 to -1.048* 
Trainees 
Eye contact 
A1 vs. A2 . 
-.387 to .054 
A2 vs. A3  
-.7^1 to .740 
A3 vs. A4 . .442 to 1.291* 
A1 vs. A4  -.741 to -.071* 
*= p <.05 
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Multiple Comparison Analysis ( con’t ) 
Source Ninety-Five Per Cent 
Confidence Interval 
ATTENDING BEHAVIOR 
RATING SCALE 
Trainees 
Posture 
A1 vs. A2 . 
-.187 to CM
 
A2 vs. A3  
-.934 to 
-.202* 
A3 vs. A4 . 
-.072 to 
C
D
 
H
 
A1 vs. A4  
-.731 to -.003* 
Vocal tone 
A1 vs. A2 . 
-.047 to .380 
A2 vs. A3  
-.891 to -.042* 
A3 vs. A4 . 1.068 to 1.932* 
A1 vs. A4  
-.883 to -.049* 
Verbal attending 
A1 vs. A2 . -.072 to .138 
A2 vs. A3 . 
-.983 to -.350* 
A3 vs. A4  1.062 to 2.072* 
A1 vs. A4 . -.984 to -.349* 
*= p <.05 
212 
Multiple Comparison Analysis ( con't ) 
Source Ninety-Five Per Cent 
Confidence Interval 
RESPONSE TIME 
A1 vs. A2 . 
-.015 to 
.031 
A2 vs. A3  
.637 to 
.933* 
A3 vs. A4 . 
-.619 to 
-.391* 
A1 vs. A4  
.637 to .899* 
TALKING TIME 
A1 vs. A2 . 
-14.027 to -10.641* 
A2 vs. A3  
-27.577 to -19.091* 
A3 vs. A4 . 15-448 to 21.618* 
A1 vs. A4  
-27.512 to 
-19.156* 
*= p <.05 
APPENDIX I 
Data Obtained During Relapse Training 
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High Risk Situations Listed By The Thirty Trainees 
High Risk Situation Frequency Rank 
Talking to men/women I am 
sexually interested in . 28 1 
Meeting strangers . 25 2 
Talking with my parents . 23 3 
Talking with people I don’t like 21 4 
Talking in group therapy . 18 5 
Talking with people I don't 
know well . 17 6.5 
Talking with a salesman . 17 6.5 
Talking with my work supervisor 15 8 
Talking with my psychiatrist .. 14 9 
Talking with the people from 
public welfare . 13 10 
Meeting people in bars/lounges 11 11 
Eating out with a group of people 10 12 
Talking with my in-laws . 8 13 
Talking with friends . 7 14.5 
Talking at work . 7 14.5 
Talking with the police . 6 16 
Talking with teller in the bank 4 17 
215 
Sigh Sisk Situations Listed By The Thirty Trainees (con't) 
High Risk Situation Frequency Rank 
Attending concerts .. 3 18.5 
Talking with my counselor ..,r, 3 18.5 
Telephone conversations . 2 20 
Talking with my roommate . 1 21.5 
Talking with my children . 1 21.5 
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Coping Strategies Listed By The Thirty Trainees 
Coping Strategy Frequency Rank 
I need to talk more in a 
conversation " . 14 j 1 
" Say 'no' more often " . 12 2 
" Say what I want instead of 
just listening " . 9 j 3 
" Be more assertive when I 
talk " . 8 4 
" I need to take the initiative 
when I want to talk to 
someone " . 6 5.5 
" Look at the person I am 
talking to " . | 6 5.5 
" Pay closer attention to what 
is being said " . 5 7.5 
" Read more about different 
topics " . 5 ! 7.5 
" Speak in a calm voice rather 
than yell " . j 4 9.5 
" Watch TV news and educational 
TV so I'll be able to talk 
more about different things ; 4 9.5 
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Coding Strategies Listed Bj; The Thirty Trainees (con-t) 
Coping Strategy Frequency Rank 
Know what I am going to say 
before I enter a 
conversation " ., 2 11 
Stop rocking in my chair " 1 12.5 
" Practice talking to more 
people in different 
situations " . 1 12.5 

